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ABSTRACT 
The status of women in every society has been that of a subordinate since time 
immemorial. They lag behind men in almost every sphere of life. This scenario is 
not uncommon in the Indian society. However, efforts of the government revolve 
primarily only around economic empowerment, mostly overlooking the other fields 
(like the social, political, psychological etc.). Women are exposed to major health 
risks due to their reproductive role. Illiteracy amongst them is recognized to be a 
great obstacle and challenge in their upliftment. The present study deals with the 
health problems like mortality, morbidity, reproductive health etc. that are faced by 
women. Some health problems are related to the nature of their productive work. 
The health profile of women in this study clearly demonstrates that the situation is 
far from satisfactory. Women's risk of premature death and disability is higher 
during their reproductive years. MMR (Maternal Mortality Rate) and IMR (Infant 
Mortality  Rate) coupled with educational backwardness of women, result in low 
social and economic status, limiting women’s access to education, good nutrition, 
family planning services and health care. The proportion of women in need of 
contraception but not using any contraceptive methods, related to their husbands’ 
will against fertility control and women’s lack of knowledge regarding 
contraceptive methods, show a significantly reduced prevalence among more 
empowered women. The objectives of the present study are 
1. To assess the socio-economic condition of the sampled women respondents 
from Aligarh City. 
2. To analyze the interface between gender equality and empowerment 
3. To analyze the status of women’s health in Aligarh city. 
4. To examine the nature and type of work done by women respondents in the 
sample and also examine the linkage between women’s work and health. 
5. To examine the linkage between women’s health and nutrition. 
6. To examine women’s access to health facilities. 
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In order to achieve the objectives of the study, exploratory research design was used 
as it provides in-depth understanding of the problem.  Apart from this, participant 
observation and secondary data source have also been used, as and when required, 
in order to authenticate the information. Purposive sampling was used to conduct 
interviews. In the present study, 300 interviews were conducted in six areas of 
Aligarh city(namely Jamalpur, Jeevangarh, Nai Basti, Baniyapara, Babrimandi and 
Kailash Gali).These 300 women have been studied extensively by the help of 
structured and unstructured interview schedule;  case histories of 15 women 
suffering from health problems and socio-economic problems have also been 
prepared to reach broad conclusions about the causes and consequences of the 
problem because sometime statistics fail to show the facts of the problem. During 
the preparation of the case study, I observed each of the women closely by watching 
her activities and observing their behavior patterns etc. The organized data was 
calculated and analyzed using MS-Excel, Descriptive analysis was used to make the 
data meaningful through frequency distribution. 
The thesis is divided into seven chapters. The first chapter “Introduction” deals with 
the concept of health and empowerment. It also describes objectives, methodology 
and literature review. The second chapter “Socioeconomic Profile of the Study 
Area, Aligarh City (A general profile with reference to women)”, explains the 
social, political, economic and health conditions of women in Aligarh City. The 
third chapter “Gender Equality and Empowerment” deals with gender equality in 
education, employment and political participation of women and health variations 
among genders. The fourth chapter “Status of Women” deals with the health 
problems faced by women related to female mortality and morbidity, disease 
burden, reproductive health, reproductive behaviour, contraception, abortion, 
maternal mortality and morbidity, gynecological morbidity and infertility, nutrition, 
some health problems related to nature of women's productive work and their 
consequences for the health care system available to of women. The fifth chapter 
“Case Studies and their Interpretation” concludes that women, like most women all 
over the world are suffering from similar problems particularly in relation to their 
sexual and reproductive health rights such as: maternal mortality and morbidity due 
to pregnancy and childbirth; use of contraceptives; access to safe, legal abortion; 
safe, consensual and satisfactory sexual relations; domestic violence and sexual 
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coercion; contraction of STIs and HIV/AIDS. The six chapter is on Policies and 
Programs for health and empowerment of women, Empowerment is one of the tried 
and tested strategies for attaining gender equality. There is constitutional mandate to 
deal with different dimensions of equality for women in India. The Constitution 
clarifies that affirmative action for women is compatible with the principles of non-
discrimination on the grounds of sex. India has also ratified various international 
conventions and human rights instruments committing to secure equal rights for 
women. The seventh chapter draws some conclusion of the present study .which 
shed light on present situation of some health related facts. 
 All over world, the situation of women’s well-being and health conditions is very 
serious and needs immediate attention. This problem is compounded by lack of 
knowledge regarding treatment facilities and hence resulting in high rate of maternal 
morbidity and mortality. Majority of the respondents prefer allopathic mode of 
treatment. They are aware of the benefits of allopathic treatment as it cures better 
and faster. I noticed during field visits that respondents also employ other modes of 
treatment (like ayurvedic and homeopathic) but their percentage is very low. As 
government hospitals are cheap and affordable most of the slum dwellers go to 
urban health centers, dispensaries, nursing homes and other government hospitals 
for treatment.  So even if some wish to go to private hospitals and clinics majority 
of item are forced to choose government hospitals because of poverty. Other 
impediment for visiting hospitals is the distance of medical facilities from the area 
of residence. A large number of female respondents are married at the age ranging 
between 15 to 30 years. Majority of the respondents do not go to Antenatal Care 
(ANC) checkups at government hospitals during their pregnancy. In addition, 
private hospitals are beyond their reach. Among those who went for Antenatal 
checkup did so at the prescription of doctors. Earlier they were also unaware of such 
checkups. In selected households, immunization ratio has been found to be high. 
However, the government is striving for total immunization coverage.  It is also 
taking help form educational primary schools of the area. This study shows that 
most of the respondents are suffering from one disease or the other disease to the 
extent of mild to severe level. Communicable diseases are more widespread among 
them as the atmosphere of slums is vicious and have conditions that help in 
proliferation of germs and bacteria in air and water. A large number of respondents 
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are from low-income group. They are not able to afford the better medical treatment 
at private facilities, and are forced to visit government hospitals. Abortion and 
miscarriage are also problems faced by women. Common reasons includes mental 
stress, malnutrition; weakness etc. Link workers (Auxiliary Nurse Midwives,, 
Aaganwadi Workers, etc) at urban healthcare centers have helped in spreading 
awareness among slum dwellers regarding different programs and schemes by the 
government. Nevertheless, there are also people who do not know about these 
facilities and schemes and hence are not able to benefit from such schemes and 
programmes. There is lack of awareness among respondents regarding contraction 
of STDs (Sexually Transmitted Diseases). It was found that there is a strong 
correlation between work and morbidity. The important risk factor of working 
women in private or government sector is physical work like patch work, sewing  
walking/travelling long distance, heavy mental and physical strain during 
pregnancy, postural problem, unsafe journey, constant strain on eye, nutritional 
deficiency, pain and eyesight problem due to stitching, sewing and doing applique 
work. Working women reported of respiratory problems, nausea, body ache, fever, 
cough, cold leg pain or knee pain, skin problem, miscarriages, anemia, allergies, 
eyesight problems, sun burn premature death, headache, stress and strain. To 
conclude, the situation of health care services in Aligarh City is not quite 
satisfactory, having the need to be improved in scope and made easily available and 
affordable. 
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Chapter-1 
INTRODUCTION 
"The happiness of mankind will be realized when men and women coordinate 
and advance equally, for each is the complement and helpmeet of the other." – 
'Abdu'l-Bahá 
Many people die in India and around the world just because of lack of proper 
healthcare facilities (The Guardian, 2009 and, The Hindu, 2013). Such causalities are 
preventable. The mission of protecting the lives of women and female children all 
over the globe, who suffered death every year from easily preventable diseases, is 
disheartening. 
The anger incited by numerous preventable deaths, though, can now be galvanized by 
optimism, since demands for improved health care system, and better living standards 
for all women, are being articulated by public groups, health care workforces, 
scholars and policy makers. 
All societies suffer from malice of unscrupulous economic policies. Such policies led 
women to work under marginal conditions at a very low wage rate, in hazardous 
environments and those so called developmental policies which steal land from small 
farmers and laid cash crops, have a huge impact on the health condition of women and 
their families. Mothers, specifically single parents, who lead the family, are troubled 
not only with financial problems but also with the consequence of domestic conflict 
and social degradation. They are being overlooked, consistently denied by the society, 
which is predominantly male subjugated and look at everything from masculine 
glasses, leaving women far behind in access to proper healthcare and other social 
services. 
Gender discrimination may occur even within a household and access to resources to 
both genders may not the same. For instance, male child may be given preference 
with respect to food: protein intake, milk etc.; the girl child may have more burden of 
household work as compared to the male child and even partiality in providing 
educational opportunity may be quite a possibility. (Bharadwaj, Dahl & Sheth, 2014). 
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Girls are forced to marry at an early age, for which they are not physically or mentally 
prepared. This led to an unwanted sense of responsibility. Then begins this ―vicious 
cycle of malnutrition where underweight mothers have underweight babies who are at 
risk of suffering from nutritional and educational deprivations‖ (Bhaskaram, 1992, 
and BIC, 1995). These challenges need to be taken care of at every level and stage, at 
household level, community level and societal level. (BIC, 1995) 
There was little recognition and concern about the roles played by women in 
economic and social development of society. Women‘s existence is complementary to 
men, as Eve was there to complement Adam. However, their recognition, the roles 
played and the relationships that existed between such roles has gone undocumented 
properly. In the year 1975, a conference was held in Mexico, named International 
Women‘s Year Conference, was a milestone by celebrating women‘s decade, from 
1975 to 1985. 
This development further led the whole world to study women and their problems of 
gross discrimination against them. India also took lead. This was the beginning of 
women‘s rights advocacy and a turning point in raising women‘s standard in society. 
Their status thereof evolved over time along with the societal interest in their 
upliftment (Pati, 2003). 
Then in 1978, declaration of Alma Ata (also known as Almaty) was adopted, at the 
International Conference of Primary Health Care held in Kazakhstan.  This 
conference resolved to achieve a level of health, which would permit them to live a 
healthy and productive life both socially and economically. The main slogan for this 
was ―health for all‖. However, without considering women and their wellbeing, this 
objective could not have been achieved. Simply women are half of the population. 
Their health is important for family because health of future generations is also 
dependent on health of their mothers. 
Women‘s empowerment is a very significant and major tool for socioeconomic 
development of a country. Society can achieve this only when women will be 
considered as an integral component of the social system. This can be accomplished 
by offering them the same rights, facilitating them with equivalent quality of 
education and health and by doing all this, allowing them to take part in all kinds of 
social and economic activities.  
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Indian constitution has provided equal treatment for both women and men. Equality, 
freedom and justice, the defining features of the Indian constitution, are equally 
available to both males and females. In contemporary India, right to vote is available 
to both males and females of eighteen or above years. Nevertheless, unfortunately 
with all these developments women still need improvement in their socioeconomic 
condition. Their participation is far behind in many fronts including education to 
employment and economics to politics. 
Empowerment means making somebody more powerful. Keller and Mbwewe (1991) 
have defined woman empowerment as ―a process whereby women become able to 
organize themselves to increase their own self-reliance and assert their independent 
right to make choice and control resources, which assist them in challenging and 
eliminating their own subordination.‖ 
Empowerment is a sharing process, which originates at the family and society. It is 
also a process of making oneself more aware and building ones capacity, which leads 
to actions of great change, and which facilitates people or groups to adjust the 
equilibrium of authority in political, economic and social aspect of a nation. 
Empowerment should bring liberty of alternatives to women, same rights and access 
to means, opportunities and power with respect to domestic and community resources. 
Definition of Health Empowerment  
Health empowerment is a process of promoting health with the help of which people 
access better control over choices and engagements affecting their wellbeing. 
Empowerment is related to many aspects of life, social, cultural, psychological or 
political, a process through which persons and societal groups are able to convey their 
requirements, raise their concerns, plan tactics for involvement in decision-making, 
and attain social, cultural and political feats to complete such needs.  
With the help of such actions, individuals can have a view of their objectives in life 
and can relate this to their way of achieving it and the sense of existence of this 
relationship between their labors and results in life. 
Health promotion incorporates not only activities engaged in consolidation of the 
essential surviving abilities and capacities of persons, but also at promopting 
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fundamental economic and social circumstances and the environments which affects 
the overall wellbeing. In this way, health promotion focuses at designing the 
conditions which provide an improved chance of creating a connection between the 
endeavors of people and societies, and succeeding health results in the manner 
explained above. 
A distinct line can be drawn, between individual empowerment and community 
empowerment. Individual empowerment refers mainly to the persons‘ capability to 
make decisions and have a fair degree of command over their lives. Community 
empowerment means working coherently and coordinating together to have a better 
impact and control over the factors of health and the quality of life in the community, 
and is an influential bearing in community achievement for health. 
For the purpose of definition of empowerment, we need to consider the indicators and 
objectives. The aim of empowerment is contingent on some broad parameters and the 
extent or scope of the empowerment strategy. Planners need to decide on whether 
individual growth is to be given priority or social and political change need to be 
ranked first on agenda. So designing empowerment plan the categories, time duration 
and target population whose empowerment is under consideration, are essentially 
discoursed in the process. Therefore, it is imperative to set the limitation and scope of 
the empowerment plan for its understanding and implementation as it relates to the 
states of mind and is qualitative in nature. Along with these reflections, other 
elements of empowerment for instance knowledge, self-respect, confidence, and 
awareness pertains to specific cultures. Hence, it is not practical to given all indicators 
same denotations to all individuals. People may understand it differently. 
The Importance of Women’s Health 
“A woman's health is her total well-being, not determined solely by biological factors 
and reproduction, but also by effects of work load, nutrition, stress, war and 
migration, among others” (van der Kwaak, 1991). 
Since many past decades, the issue of women‘s health has gained international 
prominence and rived political assurance. 
Inequality based on gender remains a significant problem even after presence of man-
targeted programs and policies for women to live a better healthier live. There are 
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problems of access to education and employment, high illiteracy, and increasing 
poverty rates. This has caused them to live their lives, miserably and making them 
unable to take care of their health.  
Health care linked problems still exist and some of the humble improvements in the 
area of women's health achieved in of late decades, unfortunately due to unexpected 
problems like war, economic instability and the HIV/AIDS pandemic are now 
endangered or are moving in reverse direction. Family planning, primary health care 
and obstetric services are indispensable for women – hitherto they continue to be 
inaccessible to millions. Approaches of gender equity are desirable in health care to 
enable full participation of women in the planning, development and implementation 
of health care facilities to women at mass level.  
In our cultural and social environment, health of women is linked with, that of their 
families. If a women suffers from disease her family, especially her children and 
parents are affected most. Further, if a mother dies her children are the ones who 
suffered most, even more than her husband would.   
The saying, ―Healthy Women, Healthy World‖ exemplifies the point that as guardians 
of family health, women participate in a decisive role in keeping the health and well-
being of their families and eventually of the societies.   
 Pregnancy related ailments are most important reasons of mortality and 
disability in women. Out of anticipated 536,000 pregnancies related deaths 
each year, more than 99 percent take place in the developing countries. 
 Around 10 million women face precarious complications during period of 
pregnancy and childbirth and are susceptible to chronic diseases and 
disabilities.  
 Among all adults infected with HIV/AIDS roughly fifty percent comprises of 
females in sub-Saharan Africa and are projected to rise to sixty one per cent. 
Women who suffer HIV/AIDS are plummeted into abject poverty, losing the 
capacity to make available them for their children.  
 Untimely and undesirable pregnancy, HIV and other STD‘s (sexually 
transmitted diseases) , and maternal morbidities  and mortalities  pretext for a 
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substantial share of the affliction of illness faced by women – particularly in 
low-income nations. 
 Almost all pregnancy related deaths are avoidable by appropriate pre and post-
Natal care, experienced midwives at the time delivery, and the accessibility 
emergency medical facility for treating unexpected complications. Family 
planning services for guiding couples for benefits of having healthy gaps 
between children should be provided on a mass level.  
 Oyieke, Obore and Kigondu (2006) have discussed Millennium Development 
Goal 5 focuses and assert the goal of UN for decreasing the maternal mortality 
ratio (MMR) by 75 percent between 1990 and 2015 and safeguarding 
widespread access to reproductive health by 2015.  
 In developing countries, funding from international public and private fund 
providers and other N.G.Os (not for profit organizations); contribute to only 
15 percent of the expenses, on maternity health and family planning 
services. A big chunk of money is spent by these developing countries 
themselves, roughly fifty per cent of which is paid by individual healthcare 
users.  
Empowerment 
The term empowerment has wide connotations and its definitions, meanings, and 
interpretations differ from one discipline to another. However, the term is widely used 
in many areas of study including psychology, philosophy, political science, self-help 
and motivations disciplines to management and commerce. Social empowerment 
frequently deal with participants of groups which are left out or excluded from the 
system on grounds of gender, race, ethnicity, religion, or disability 
Indicators of Empowerment 
Empowerment can be understood in many different ways or with different 
interpretations and connotations. The meaning differs mainly because of the context, 
which may cultural, regional or discipline based. Subsequent sections discuss some 
indicators of Empowerment.  
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At Household Level: 
Household level, following factors are most important  
 Involvement in crucial decision-making processes  
 Level of contribution in household work by men 
 Positive attitude towards her work and contribution to family and society  
 Confidence, self-esteem; and capability to prevent violence 
At the Community/Organizational level: 
At community or organizational level, following factors are most important  
 Presence of women‘s groups, societies and organizations 
 Provision of resources to women and women‘s projects 
 Prominence of women leaders at village, district, state and national levels 
 Participation of women in the enterprise, growth and use of technology 
 Participation in community programs, politics, arts and cultural activities 
 Involvement of women in modern and unorthodox activities;  
 Improved training programs for women, and 
 Exerting her legal and constitutional rights when required ( Laaredj-Campbell, 
2015).  
At the National level: 
At this national level, following factors are most important  
 Appreciation of her community and political rights 
 Consideration of women in the general national development plan 
 Presence of women‘s associations and publication, and  
 The level to which the nation‘s journalism take on issue of women 
Dimensions of Empowerment 
The concept of empowerment, which has many dimensions, amounts to achieving 
self-dependence, liberty, and control over oneself.  
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Woman empowerment has many dimensions: Political, Social, Psychological, 
Cultural, Economic and Ecological. Meenakshi Malhotra has described the four kinds 
of empowerment dimensions. 
The following segments emphasize upon basic yet significant dimensions to enable 
empowerment, which are ultimately the key factors in social development (Malhotra, 
Meenakshi, 2004, pp. 58-59). 
1. Economic Empowerment  
This is a distinct and significant aspect of women empowerment and development. 
The economic empowerment denotes better right to use to economic means within 
and beyond the home, decreasing susceptibility of deprived women to calamity like 
famine, flood, riots, mortality and mishaps in the family and substantial growth in 
earnings of women. 
Economic empowerment provides women the authority to hold earnings and employ 
it at her pleasure. Financial self-dependence of women equally in the domestic and in 
exterior setting leads to the empowerment of women in the other domains as well. 
(Pandian & Eswaren, 2002, pp.47-50). 
Economic empowerment helps in making them ready for economic alternative 
alongside required sustenance methods to augment their competence and with a 
definitive purpose of rendering them financially self-dependent and self-reliant. 
Economic empowerment systematized women into self-help groups into many 
poverty mitigation plans. Here is a list of some important poverty alleviation 
programs aiming for development in general and women empowerment in particular. 
 Swarnajayanti Gram Swarojgar Yojana  (SGSY) 
 Swarnajayanti Shahari Rozgar Yojana(SJSRY) 
 Rastriya Mahila Kosh (RMK), Support for Training And   Employment 
Programme (STEP) 
 Training cum production centers for women (NORAD) 
There are three basic characteristics of economic empowerment: 1) achieving the 
stability and security in earnings, 2) proprietorship of valuable and constructive 
resources and 3) enterprise skills.  Application of latest information technology also 
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has beneficial implications for women empowerment. Informational technology can 
be profitably adopted for enhancing productivity in business and agricultural. 
Traditionally women are not supposed play a lead role rather as a support for their 
male counterparts and their contribution has been limited to much extent only to 
reproduction and household chores. In fact, they are generally not seen employed in 
traditional workplaces rather engaged in marginal and subsistence employment such 
as agricultural labour or seasonal labour. There are many plans and schemes for 
women empowerment continuously putting effort in the direction of making women 
producers rather than be reproductive. This idea needs to be gauged well and 
understood. Women‘s economic right is certainly an essential sign for improvement in 
their position.  Therefore, women labour needed to be recognized. Education, better 
occupation opportunities, political consciousness etc., would all direct to women‘s 
economic freedom. 
2. Social Empowerment  
Social empowerment necessitates the same position, contribution and control of 
choice in taking decisions at the domestic level and at the community and village 
level. Social empowerment of women helps them in taking part in decision making –
building progression in democratic establishments. It builds an empowering 
background across various assenting development programs for women as well as 
offering them uncomplicated and uniform right to use to all the necessary services to 
facilitate them to accomplish their maximum potentials. 
Development of women is the established array of public guidance that maximizes 
their contribution in socio-economic undertakings and their effort in policymaking. 
Odejide(1990),  appreciates that the advent of female entrepreneurship is subject to 
thoroughly connected social, economic, psychological  and religious factors. 
However, the role of government, which is largely on macro level, is very important 
in women empowerment the contribution and motivation form family and community 
is unarguably very crucial. 
3. Physical Empowerment  
Women in developing countries remain busy in household chores, spending more 
hours than their male counterparts. They cook food, take care of their children and 
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every small thing related to their households without being paid and getting much 
recognition of their work. It is an irony that the management of a home is fully 
dependent on the woman‘s labour but houses are named only as ―Mr. X’s house”.  
Evidently, they have given a low status in society and their worth is always accounted 
in terms of their productivity, number of children she is taking care of, and never 
given due concern for her health and well-being. Physical empowerment is 
inseparable from other characteristic of empowerment. 
Society, community and state need to recognize the hard work done by women in 
household and family to help them achieve better health (general and reproductive) to 
have impact on their development. Dimensions of physical empowerment are closely 
linked and contingent on other characteristic of empowerment.  
4. Psychological Empowerment  
Psychological empowerment gives power to women to cope with pressure and stress 
and letting them life a life full of peace and calmness.  In Indian social belief system 
female, hereto right from the youthful age, calls for self-annihilation and looks after 
agony as on "commendation" of good manners and womanly goodness. Young 
women are inculcated in the conviction that they are, as female, "useless" and not 
qualified for entitlement of anything, even as human being. This burden too has been 
fundamentally broken so that young woman figures out how to think themselves as 
people with genuine competency. Whether it is a privilege to vote as per own 
particular decision and predisposition or the decision for studying, women have 
independence to a far more prominent level than what their prior generations had. 
Earlier, women use to have seven, eight or more kids without their decision or by 
intentional choices. Presently, women have options for contraception accessible and 
even in a view to practice their decision to limit the size of their families. This critical 
mental self-regulation is the element of change to past one era of women. Indeed, 
contrasted with women in developed nations Indian women can get abortion for 
unwanted pregnancies much easily. 
Udegbe (1996) perceives that strengthening of women rights should likewise be seen 
as a ‗psychological process of transformation‘ and requires to 'save the sentiment took 
in defenselessness' among women, prompting an ‗increase in knowledge, capacity, 
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self-confidence, high self-esteem, self-reliance and ultimately, to the well-being of the 
empowered‘. 
To achieve this objective, Akande and Kuye affirm that women must comprehend the 
basic reasons of their weakness and feel the requirement for the change be prepared to 
effectively taking part in the developments, both as individuals and communities. 
Education can be able to influence to change the subordinate view that women have 
of themselves (Akande and Kuye, 1986, pp.335-41). 
5. Political Empowerment 
Political forces have turned into the foundation of planning for advancement and 
various matters relating to human rights of women, which are indispensably 
connected to political strengthening. Equivalent contribution of women in the 
administrative and political domains plays a central role in the progression of their 
development and their disposal of human rights. It is an indispensable situation, which 
is helpful in augmenting their capacity to call for and protect their constitutional rights 
and prerogatives. Their dynamic role in political and administrative decision- making 
developments is obligatory for redefining the politics and gender fairness that may 
discourse the women‘s rights. 
Enactment of 73
rd
 Amendment in the Constitution, which keeps one-third reservations 
of seats for women at the local government level, has led to many favourable 
developments in women‘s condition in India. This has made possible more than one 
million rural women to join panchayat posts, as sarpanch or adhyaksha or members of 
community administration. This kind of political strengthening is depicted as 
remarkable occasion in the opinion of western media. A significant number of the 
Panchayat women are unskilled and poor and originated from marginal groups, but 
then, large fractions of them have demonstrated their courage and won approval as 
capable leaders and administrators.  
Political cooperation is constantly a vital part of political strengthening. From a long 
time, women have assumed an extremely huge part in the development and 
advancement of parliamentary system in India. They have held critical positions in 
both lawmaking bodies and the government. The commitment of women in the 
improvement of parliamentary methods and practices is much noteworthy than those 
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of their male companions. Indeed, even outside the lawmaking body, they have been 
socially and politically dynamic (Narwani, 2002). 
Relationship between Health and Empowerment  
Health begins from the time a person is born and proceeds until death. India has made 
considerable growth in social and economic improvement in recent years, as exhibited 
in statistics such as life expectancy, infant mortality, and literacy. Apart from other 
part of India, for instance, enhancements in women‘s wellbeing, in the North has 
lingered much behind in different areas as compared to other states. The state of 
women‘s wellbeing is much worse as compared to that of men.  Social parameters 
differ between men and women, which lead to the discrimination against women even 
before they are born.  Additionally, as we know women suffer the pain of 
childbearing and children rearing yet they have given a lower status in society.  
Marrying at a lower age has many problems and challenges, which have severe 
implications. It is also responsible for early pregnancies and childbirths, which 
influences women‘s nutritional and health conditions. It is likely to reduce autonomy 
of women and agency in the marital home and to outset situations of male-controlled 
subservience that prolonged across lifespan and it in that way diminishes ones self-
worth. 
This subsequently might influence women‘s contribution in workforce explicitly and 
implicitly. It needs to be understood that percentage of Muslim women in work force 
is low, however  studies show this might be because of the influence of religion than 
to the patriarchal structures and examples and lack of versatility and absence of 
chance that characterize their lives. It is significant that the share of women in 
workforce over communities has a tendency to be low in specific areas, in the north 
and east particularly. 
 Seventy five percent of the women in an overview led by Jayati Ghosh (both Hindu 
and Muslim) reported that they require authorization from their spouses to work 
outside the home. Interestingly, the study uncovered that less independence of choice 
making inside of the family. Not as much of than 10 per cent of the people who took 
surveys have taken decisions on their own in many small or big matters, and among 
the 30 per cent who took decisions together with their husbands.  Muslim women 
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described more consultation than Hindus for all categories did. Evidently, 
nevertheless, patriarchal domination persists as one significant restraint upon the 
external work of women, among Muslims as well as in other communities. (Ghosh, 
Jayati, 2004, pp. 3-4). 
Women's wellbeing needs are largely agreed, as is surely understood from many 
studies on their wellbeing status; however, what is striking in our figures is difference 
in community. Muslim respondents report a fundamentally greater requirement for 
acquiring consent for this than Hindus. It is conceivable that essential medicinal 
services focus are less promptly open to Muslim women who might need to travel 
more , or that they want to avoid male specialists; or that just private therapeutic 
consideration is promptly accessible thus consent is required to pay for it. For a 
financially dismayed group, this would be an essential consideration. (Hasan and 
Menon, 2004, p.159). 
Muslim Women, as other women, have been languishing over long for absence of 
strength in a male-commanded society. Pakistan and Bangladesh have been the same 
in this aspect. The women there endured as much as in India for absence of rights. 
Nevertheless, a few changes were, introduced in the Muslim personal law in Pakistan 
in 1961 under Ayub Khan's administration with serious efforts from women activist 
groups.  
There is strong indication that sex systems continue in expecting a strong part in 
clarifying reproductive and contraceptive practices and choice, even consequent to 
controlling for women's independence. Mostly this effect surpasses either nationality 
or religion. Women from Tamil Nadu, paying little respect to religion, are more likely 
than from Uttar Pradesh or Punjab to practice contraception, and tended to their 
necessity for family planning; even after a substantial gathering of socio-demographic 
and self-administration, information is measured. 
Invents experienced by women in the two northern destinations of South Asia look 
like one another, in spite of national and religious contrasts. The aftereffects of the 
multivariate investigation do recommend that religion and nationality affect 
foreseeing reproductive behavior (both expectations and accomplishment upon those 
goals) however; these impacts are significantly weaker than that operated at local 
level. They likewise recommend that being a Muslim or a Hindu have very distinctive 
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repercussions for reproductive behavior contingent upon the district where they live. 
(Sathar, Callum and S. Jejeebuoy,2001). 
Medicinal services access stays truncated for some women, particularly poor people 
and neglected who experience the ill effects of various rejections and trashed 
gatherings, for example, sex workers and homosexual (lesbians) women. The 
Eleventh Plan perceives the gender dimension of wellbeing and tries to address issues 
of women‘s survival and wellbeing through a life cycle approach. Making normal 
women a part in their own heath care is ancillary to Women‘s Health in the Eleventh 
Plan.  
The Eleventh Plan motivation is to move past the conventional interest on family 
planning and reproductive wellbeing, to embrace a comprehensive point of view on 
women‘s wellbeing. Allocation of funds and resources are sanctioned to achieve this 
agenda. 
The high rates of MMR (Maternal Mortality Rate) and IMR (Infant Mortality Rate), 
poor pre-birth and postnatal health nacre, concomitant with the low extent of 
institutional provision, are serious issues for concern. Enabling young girls and 
women through statistics about health and well-being, sexuality, and due attention to 
marital rights with families, future spouses, and in the work environment is also for 
the same reason deem necessary. The target is to make an empowering situation with 
information, administration, and health programs for women to exert their rights and 
decisions. 
Numerous different variables influence the health and wellbeing of women. For 
example women‘s danger of mortality from air pollution out of utilization of natural 
fuel is evaluated as more than that of men.  During the course of time some other 
alternatives of clean fuel, for example, biogas helps in empowering them. 
Procurement of clean drinking water and sanitation amenities are additionally 
imperative for good health of women. Merging among different sectors facilitates and 
guarantees health, wellbeing and prosperity of women in a manner that is a 
noteworthy task before the Eleventh Plan.  
Minority women are stereotypically involved in home-based, marginal employment 
with small wages. The Sachar Committee Report has discussed the deficiency of 
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satisfactory s both social and physical, along with public services in areas inhabited 
by Muslims and pointed out multitudes of discriminations confronted by Muslim 
women. 
To fulfill its scheme for comprehensive development, the Eleventh Plan will 
guarantee that Muslim areas are equipped with extensive networks of primary 
schools, water, sanitation, power, public health facilities (PHCs), anganwadis, public 
distribution shops, RCC streets and roads, transport conveyances, access to 
government amenities, for example, BPL cards and widow pension. Government also 
has provision of constructing educational institutions in Muslim‘s localities, which 
would help Muslim women in good quality education developing scholarship among 
Muslim women.  
The real test is to make specialized and advanced education opportunities accessible 
to minority women and connecting them to mainstream workforce. Home-based 
Muslim women workers should be provided access to low rate credit, specialized 
entrepreneurship and marketing training programs, developing leadership capabilities 
and skill development for representation of religious minorities out in the open job 
will be expanded and minority ladies will be given access to institutional and 
approach level choice making. 
In perspective of the twofold prejudice confronted by Muslim women, the Prime 
Minister's 15-Point Program for the minorities is an exemplary articulation of 
government‘s objectives. To materialize this growth movement further, MoWCD 
(Ministry of Women & Child Development) has decided to start a pilot program to 
empower minority women, establishing some grassroots development, and by 
enabling them to take lead and giving motivation to them to become leaders and 
visionaries. Such a plan will give basic knowledge and foundation to start ambitious 
projects for ensuing development for minority women. Notwithstanding this, focused 
on improvement of SC, ST, and minority women will start strategies and 
implementation of all WCD programs/plans and of the SSA. It will make an important 
construct for review developing and monitoring of guidelines. 
Index of women‘s autonomy exhibits a resilient effect on women‘s chance of using 
contraceptives as well as their chance of adopting modern methods of taking sound 
decisions and judgments. Women‘s options and choices to adopt or not to adopt a 
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particular contraceptive method or using modern method of maternal care is more or 
less dependent on their consultation with their husbands. Husband‘s permission and 
consent deemed almost necessary for a women in such matters. However, there are 
exceptions of powerful women who can assert their right in matter of conception and 
contraception.  
Women's choice of employing a permanent technique (sterilization) does not 
demonstrate a noteworthy association with other empowerment indicators for women. 
The extent of women who need contraception yet not utilizing it are broadly 
dependent on their spouses‘ will for birth control and the knowledge of the women 
about methods of contraception. This explains how the reduction of fertility among 
women depends upon such factors. 
Women's Status and Autonomy  
Status of women in society is also dependent on the power they hold personally 
(Mason, 1993) and along with this argument self-esteem resulted from the freedom 
and autonomy is reflected in demographic reports. (Basu 1992; Jejeebhoy 1991). 
Previous studies  defined autonomy: ―as the capacity to manipulate one's personal 
environment through control over resources and information in order to make 
decisions about one's own concerns or about close family members‖ (Basu 1992; 
Dyson and Moore 1983; Miles-Done and Bisharat 1990). Women's autonomy thus 
can be theorized as their capability to regulate affairs in their lives, despite the fact 
that men and other women may be against their aspirations. (Mason 1984; Safilios-
Rothschild 1982). In this study the term autonomy is used as per as above discussions 
and definitions, however, interpersonal control is also used as a synonym of the term 
autonomy. 
The Meaning of Women's Autonomy  
Key factors defining the parameters of autonomy, in lives of women, residing in 
Northern part of country are engrained around family, kinship, and community 
(Dyson and Moore 1983; Jeffery and Jeffery 1993). Specifically women‘s 
contributions, entitlement, responsibilities and powers are generally dependent on the 
hierarchy of household. This hierarchal structure shapes the level of participation in 
different walks-of-life for women. There are two things, patrilineal and patrilocal, 
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which needs to be mentioned, which are acknowledged in the society from time 
immemorial. These are: the practice that women after marriage are supposed to live 
with their spouse or their spouses, family. In addition, progeny is traced from family 
of husband rather than mother‘s family.  
Daughters are considered as ―paraya dhan‖ defined as ―alien property, meaning in-
laws' property‖ by Niraula (1994). In addition daughters are not acknowledged as 
permanent members of their parents‘ homes as they would need to leave the house 
after marriage.  Women's place in community revolves around their capabilities to 
give birth to children, specifically to male children who will become the successor 
and will transfer the progeny and that are why they are called as Janani (mother). 
Perhaps because of this role they are celebrated as Goddesses.  Another burning 
aspect is tradition of dowry (expensive gifts given to daughters) which pushes the 
bride and the family towards marginalization. (Das Gupta 1987).  
Marriage of a woman is entirely a life-changing event. She has to leave her parents 
home and is sipposed to stay with in laws which in most of the cases are strangers. 
This situation creates an environment of stress and tension in her mind. Secondly, she 
is supposed to be adapted in the family environment and is required to learn new 
traditions and customs, which are prevalent in the husband‘s house.  
Marriage engagements among Hindus are planned by family members and usually 
take place between two families hitherto unknown. Among Muslims, however, 
exhibits a different situation, as a Muslim daughter is usually married closer to home 
and to a family that has known her for years; marriages with second cousins 
(sometimes first cousins) are not uncommon. 
These customs have a number of complications for married women. Muslim women 
incline to keep closer relationships with their blood relatives because relations 
between close and blood relations a basis before marriage. In addition, the young 
woman's welfare is probably a higher priority to her in-laws than in situations where 
she arrives as a total stranger to the household. For both Muslim and Hindu a woman, 
however, the nature of the change in women‘s status upon marriage is the same: 
young married women gain social stature as they enter their major life role, but they 
lose the freedom they enjoyed as daughters. Their relationships with their natal kin--
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the people with whom they lived until that point--are now limited and mediated by 
their affine' decisions.  
Overall the hierarchy of authority in the household is governed by age and sex, with 
the older over the younger, and men over women (Malhotra, Vanneman, and Kishor 
1995). Both the overall household structure and a woman's particular place in it affect 
how much autonomy she enjoys; thus it is difficult to generalize about the power of a 
daughter-in-law or younger sister-in-law. The nature of women's relationships, both 
with each other and with men living in the household, is related directly to the 
husband's position in the family hierarchy. All married women are subject to the 
mother-in-law's authority, but the oldest daughter-in-law usually enjoys far greater 
autonomy than the youngest. Women living without older female affines, particularly 
the mother-in-law, have more interpersonal control simply because they are beholden 
to fewer individuals. (Bloom, David and Gupta.2001),. 
Health Indicators 
Indicators are prerequisite to measure, compare and monitor the wellbeing and health 
of people and communities, which guide planners in the evaluation of success or 
failure of health services, programs and schemes. The Indicators of health give a 
measure of the wellbeing status of an individual, group, community or a country. This 
helps to contrast it with other comparative parameters, which help the under-surveyed 
regions and us to comprehend the over-surveyed. Thus to assigning more resources to 
the health care sector and be able to monitor the progress and scope and revising the 
plans by using the feedback from these indicators. 
According to Dr Tamhane (2009) ―Indicators are defined as Variables by the World 
Health Organisation which have a Negative range and a Positive range in probable 
observations”. This gives a thought regarding how the advancement of a specific 
scheme will do and the time these parameters are used regularly and successively, 
they can demonstrate velocity of development and can analyse the extent of health 
care measures of various communities and groups, nations or individuals. 
Characteristics of Indicators: 
The indicators or parameters, which should be used in assessment, should have the 
following characteristics so that they can be used in a campaign or survey. 
Chapter-1:                                                                                                                 Introduction 
19 
 
 An Indicator ought to be legitimate and ought to have the capacity measure 
what it is proposed to do.  
 Other issues are reliability and objectivity, which means when a study is 
conducted by other researchers or in different regions or in different samples 
be used or any combinations are used the results so produced should match 
and are relevant.  
 An Indicator ought to be Sensitive and ought to react in variety to the 
circumstance concerned.  
 An Indicator ought to be Specific and ought to react just to the variety of the 
particular circumstance in concern.  
 An Indicator ought to be practically feasible, as it ought to have the capacities 
appended to it, which ease the collection of responses or information.  
 An Indicator ought to be applicable which implies that it ought to have the 
capacity to help in comprehension the idea in concern. It ought to either 
reinforce the Hypothesis or dispose of the Hypothesis in concern. 
Healthcare, which is not a one-dimensional construct rather consist of several 
variables or element and every variable is made up of many other items or 
components, is influenced by various variables of which some are known while 
numerous are still obscure, and  which makes it complex and difficult to comprehend. 
Thus, health is subject to the following factors: 
1.  Indicators related to Mortality 
2.  Indicators related to Morbidity 
3.  Rates of Disability 
4.  Indicators of Nutritional Status 
5.  Indicators for Health Care Delivery 
6.  Utilization Rates 
7.  Social and Metal Health Indicators 
8.  Indicators Associated with Environment 
9.  Socio-Economic Indicators 
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10.  Indicators related to Health Policy  
11.  Indicators related to Quality of Life 
12.  Other miscellaneous Indicators 
Mortality Indicators and Morbidity Indicators 
A. Mortality Indicators 
The indicators indicating mortality in a community are: 
1.  Crude Death Rate 
2.  Expectation of life 
3.  Infant Mortality Rate 
4.  Child Mortality Rate 
5.  Under-5 Proportional Mortality Rate 
6.  Maternal (Puerperal) Mortality Rate 
7.  Disease specific Mortality 
8.  Proportional Mortality Rate 
1. Crude Death Rate: 
It is characterized as the quantity of deaths per 1000 population every year in a given 
group. Here a reduction in death rate shows better wellbeing conditions in the group 
demonstrating a general growth in the health status of the population, which is an 
objective of medical science.  
2. Expectation of Life: 
Life expectancy denotes the number of years an individual lives, if the age related and 
sex related mortality rates of a population are known. Life expectancy is computed at 
birth, at the age of 1 which omits infant mortality and at the age of 5 which omits 
child mortality. Here also, a rise in average life expectancy is regarded as an 
improvement in health status. 
3. Infant Mortality Rate: 
It is described as the ratio of number of deaths under 1 year of age to the total number 
of live births in the same year, typically put across as a rate per 1000 live births. This 
statistic is able to infer upon the health status of the infants, also deductively of the 
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whole population and the socio-economic circumstances under which the infants and 
the whole population lives. 
4. Child Mortality Rate: 
It is explained as the ratio of ―number of deaths of children 1 to 4 years of age per 
1000 children” in the corresponding age group at the middle of the year in calculation 
for a specific area or community. The ratio denotes to general health status of the 
early childhood in a specified group and omits infant mortality. 
5. Under five proportionate mortality rate: 
When infant mortality and early childhood mortality need to be considered, then these 
statistics are used where total deaths of children below age five per thousand 
populations is considered. These statistical figures help in making inference of high 
birth rates, high child mortality rates and short life expectancy. 
6. Maternal (puerperal) Mortality Rate: 
The levels of maternal mortality fluctuate from one country to another corresponding 
to its social and economic circumstances exhibited the level or size of deaths of 
women in fertility age which is usually higher in the under developed and developing 
nations. This indicator has not gained much significance in the statistical investigation 
and extrapolation. 
7. Disease-specific mortality: 
This statistical analysis can be computed for mortality on account of specific diseases. 
As communicable diseases are being extricated, other diseases like cancers, cardio-
vascular diseases, diabetes have emerged as specific disease problems. 
8. Proportional mortality rate: 
This statistical analysis takes in account the percentage of all deaths from every above 
mentioned analysis attributed to it. 
B. Morbidity Indicators 
These indicators indicate the burden of diseases and illhealth in a community but have 
their own limitations as they represent only the clinical cases and are represented as 
iceberg theory. 
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The assessing points for ill-health and diseases in a community are: 
1.  Incidence and Prevalence 
2.  Notification rates 
3.  Attendance at health care centres 
4.  Admission, Re-admission and discharge rates 
5.  Duration of stay in hospital 
6.  Periods of sickness or absence from work or school 
C. Disability Rates 
These fall into two categories which are namely: 
a. Event type indicators: 
i.  Number odd days of restricted activity 
ii.  Bed disability days 
iii.  Work loss days 
b. Person type indicators: 
i.  Limitation of mobility 
ii.   Limitation of activities 
D. Nutritional Status Indicators 
These are namely: 
1. Measurements and proportions of pre-school children. 
2. Heights and sometimes weights of school level children 
3. Measuring number of babies being born under category of low weight at the 
time of birth. In India, new born child is less than 2.5 kgs it is considered as 
low birth weight. 
 E. Health Care Delivery Indicators  
This dimension shows us the units of health system present in particular place which 
are providing health care services the numbers of which are arranged under the 
following categories: 
1. Doctor-population ratio 
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2. Doctor-nurse ratio 
3. Population-bed ratio 
4. Population per health/sub Centre 
5. Population per traditional birth attendant 
F. Utilization Rates 
These indicators are used to assess the usage of health amenities and are measured 
under the following categories: 
1. Percentage of infants who have gotten complete vaccination and 
immunization programme 
2. Proportion of pregnant women who have received complete ante-natal care 
3. Percentage of population using or adapted to various methods of  family 
planning 
4. Rate of bed occupancy in a Hospital  
5. Average length of stay of a patient at Hospital 
Rate of utilization may vary corresponding to different geographical area, the climate 
and the habitat and environment. The list can also be inclusive of more criteria based 
on factors involved in a specific study. 
G.  Social Health, Mental Health, Environmental and Socio-economic Indicators 
of Health 
Positive health and well-being is intermittent, now a day. In this way, numerous a 
times indications and clinical presentations identified with social and mental 
pathology should have been be utilized. These measures exhibits the extent of social 
wellbeing in the given locality or group.  
We additionally appreciate that all human being needs a decent atmosphere to live a 
healthier life. The elements, which influence the Social and Mental Health, are: 
1. Pollution 
2. Radiation 
3. Solid wastes 
4. Access to clean and safe drinking water etc  
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Socio-economic measures do not directly analyze health but aid in understanding of 
the indicators of health 
H. Health Policy Indicators 
This makes them the key information to revise characteristics in the present society. 
I. Other Indicators may include: 
1. Quality of Life 
2. Basic needs 
3. Health: overall well-being  
Healthcare problems out of physical and non-physical violence, lifestyle related 
conditions and work related environment. It has carried an improved awareness 
among policy-makers for health issues of women and reassures their presence in all 
growth plans as a primary importance 
Others Factors 
Distinctive responsibilities for health and wellbeing of masses result from 
establishments outside the conventional healthcare structure i.e., health related 
disciplines (e.g., food agriculture, education, industry, social welfare, rural 
development). Further, selection of plans schemes and policies in the financial 
economic and other related social science fields that would inculcate occupations, 
opportunities, extended wages, prepaid health services schemes etc. is also imperative 
for planers (Park, K. 2005). 
Objectives: 
1. To assess the socio-economic conditions of the sampled women 
respondents from Aligarh City 
2. To analyze the interface between gender equality and empowerment 
3. To analyze the status of women health in Aligarh city 
4. To examine the nature and type of work done by the sampled women 
respondents  and also examine the linkage between women‘s work and 
health 
5. To examine the linkage between women‘s health and nutrition 
6. To examine women‘s access to health facilities 
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Methodology: 
A social science research is broadly based upon the combination of quantitative and 
qualitative methods.  Quantitative research is the systematic scientific investigation of 
properties, phenomena and relationships. Quantitative research applies mathematical 
models and theories. The assignment of numbers to observations is important in 
quantitative research. Such assignment is required so that the objects can be 
comparable with other similar objects. Then with the help of mathematical expression 
it attempts to establish a relationship among observations. Quantitative research is a 
monotonous process in which evidences are assessed, theories are revalidated, and 
additions are made to existing theories and so on. The other method of conducting 
research is based on qualitative aspects. The quantitative research is generally 
understood as contrasted with qualitative research. A qualitative research is the 
examination, analysis and interpretation of observations to understand patterns of 
relationships. 
It is not easy to exactly define qualitative research as it does not have the similar 
terminology as regular science. In simple words we can state that qualitative method 
of conducting research includes collection of data and analysis of observations that 
cannot be expressed in numbers. In other words, it emphasizes on quality. The term 
quality implies the spirit of something.  
An in-depth exploration of facts and reasons governing human behavior. The crux of 
a qualitative research based on the reasons behind different features of behavior. 
Qualitative investigation focuses on the ‗why‘ and ‗how‘ aspects of decision-making 
rather than ‗what‘, ‗where‘ and ‗when‘ aspects of quantitative research. 
Research Design 
The research design is the layout of how the researcher is going to carry out the 
research. The layout elaborates the strategy, purpose, planning and procedure for 
collecting data and the analysis of the same. According to Kothari, (2004), ―A 
research design is the arrangement of conditions for collection and analysis of data in 
a manner that aims to combine relevance to the research purpose with economy in 
procedure‖. In sociological research, design classified into four categories. These 
includes exploratory or formative, descriptive, diagnostic and experimental. The 
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methods have some merits and some demerits but we cannot undermine the 
importance of these methods under specific situations. The situation may be the 
subject or nature of research. 
Exploratory research design aims at searching new or hidden dimensions. The 
descriptive design tries to find a detailed account of the problem in hand. The 
diagnostic design attempts to diagnose the problem. The experimental designs find 
out the causal relationships between the variables. A research work is usually based 
on any two or more amongst these four types of research design. The work is in close 
association due to socio-cultural difficulties and dissimilarity in the way a 
sociological research explores solution to the problem. A problem can be explored in-
depth using exploratory research design. A research design also frames out its 
population or universe of the study. It must be followed by selection of the tool of 
data collection. 
Research Tool 
A research design specifies some tools for data collection. The tools available for 
sociological findings include interview-schedule, questionnaire, case study, census 
and survey methods, and observations and focused interview etc. Both the qualitative 
and the quantitative data are important for an in-depth exploration of problems and its 
solution. Because there are a large numbers of tools available for research, a tool is 
selected depending upon the requirement of the research. There is no exact grouping 
available between qualitative and quantitative data. 
The present study is based on both the quantitative and the qualitative data because of 
the complications in dimensions of the problem. There are two tools used for 
collection of data in this study. First one is structured and unstructured interviews. An 
interview schedule was prepared to which some additions were made after conducting 
few interviews. The other one is case study method. The field work was carried out 
during the period March, 2012 and March, 2013. Along with this, observation and 
secondary data sources have also used as and when required to authenticate the 
information. 
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Sample Selection: 
In social science researches, sampling method depends upon the problem in hand and 
field of study.  Simple random sampling is used in case the universe is homogeneous. 
On the other hand, stratified sampling is used if the universe is heterogeneous. In the 
same way, use of other methods of sampling is done depending upon the nature of 
universe and population. Aligarh is one of the most populous cities in Uttar Padesh. 
The population is of diverse characteristics. Therefore, the study used purposive 
sampling for conducting interviews. This method helped in selecting the sample 
respondents with desired diverse characteristics.  
The present study conducted 300 structured and unstructured interviews scheduled 
over a period of one year. Intensive case studies based on the history of 15 women 
was also conducted. The women were suffering from various problems such as health 
problems, socio-economic problems, domestic violence, etc. The case studies were 
developed to reach a conclusion about the causes and consequences of the problems. 
This is because statistical analysis can only answer the what and when aspects of 
research. To understand the‘ why‘ and ‗how‘ aspects of research problem there is a 
need to minutely observe the situation of respondents. That is why the researcher 
during conducting the data collection closely observed the activities and behavior of 
the women. 
Data Processing and Analysis 
The next stage after conducting interviews and electronically recording them, data 
processing was initiated. Initially the schedule for interviews was checked and edited. 
Errors and omissions in recording the answers were located. It was observed that there 
were some minor mistakes in interview schedule which were corrected. 
The analysis of data was started with the codification of responses. Each question was 
numbered and responses were entered in excel accordingly for analysis. The entered 
data was characterized with the categorizing plan prepared for this purpose. The 
responses of the open-ended question were separately analyzed. Percentages of the 
responses were calculated and inferences were drawn. 
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Review of Literature 
A research work has to review the literature available in the subject area under study. 
The aim is to develop an understanding of the work that has already been done and 
gaps available in the area under study. The review of literature conducted under the 
present study regarding gender and empowerment indicates a paradigm shift with 
respect to definitions and approaches towards the parameters for assessing women‘s 
empowerment. The review begins with the era in which the welfare approach was 
predominated. The era from around 1950 until the ‗Decade of Women‘ (1975-1985) 
can be attributed to this set of approaches. The welfare approach had a very narrow 
interpretation regarding women issues and women roles. Women health, women 
education and violence against women were some of the aspects touched by welfare 
approach. However, the approach considered the role of women in the society as 
wives, mothers and homemakers. But the approach set a direction for women 
development visualizing the equity, empowerment and right based approaches 
focussing on the concerns like the condition/situation and the practical/strategic 
requirements of women. 
The welfare approach had a critical drawback. Women were supposed to be the 
ultimate beneficiaries of the programs yet they had no active role in these programs. 
They were just the recipient of the programs and not participants in the programs. The 
scholars during the ‗Decade of women‘ started differentiating the practical gender 
needs or interest of women from their strategic gender needs or interest. Molyneux 
(1985) defined such needs. Later, Moser (1989) elaborated these needs. For example, 
getting food or fuel for the family can be stated as one of the important practical 
gender needs. A fulfilled gender needs could lead to improvement in the women 
condition. 
The decade of women was marked with the beginning of the concept of gender 
planning. The reason was that the concept of ‗strategic gender needs‘ was hyped so 
much during the ‗Decade of Women‘. There were two objectives of gender alarming 
– one was eradication gender discrimination and the other was the adoption of gender 
mainstreaming. Gender mainstreaming implies that the ‗Ladies Compartment‘ 
approach of having one gender unit or having a single ministry for women be 
abandoned. This is so because issues like land reforms, fisheries development, trade, 
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school curriculum, road construction, taxation, conflict resolution, etc. were impacting 
equally to the women as to the men. So these issues were a reason for concern for 
women as well. So a gender analysis was demanded form the government as a part of 
its normal operation. A separate women cell or agency was also demanded to monitor 
the process and suggest the direction for changes. This was important to put the 
process in the right direction on a right pace. 
Strategic gender need was diagnosed as ones that challenged the division of labor and 
brought change in the position of women. But the change was domination of women 
by the men. As noted by Mathew (2002) that change in the women‘s‘ position can 
only be possible by addressing the way gender determines power, status and control 
over resources. 
The welfare approach had a very limited coverage with respect to its objectives. 
Delivering food, family planning and health care were some of the aspects covered 
within the purview of objectives of women welfare. Despite this limitation, these 
objectives were worthy enough in improving the then condition of women. In spite of 
these improvements, there was a need to broaden the aspect of welfare as it was not 
enough for the social welfare of women. The decade experienced another concept of 
Women in Development (WID) that called for enhancing the position of women along 
with improving their condition. It was implied that one did not obviously follow from 
the others. Focused steps were required to improve the situation and position of 
women by meeting their strategic needs. In this direction, equity approach, 
empowerment approach and rights-based approach were advised to follow.  
The equity approach emphasized equality in the society. The equality for women has 
sought in three primary roles in the society, viz reproductive, productive and as 
community workers. State intervention was necessary to ensure that strategic needs of 
women were fulfilled in all these roles. But there were distractions in the pursuit of 
these goals. The efforts for fulfilling strategic needs deviated in the name of traditions 
and customs. The strain in government sponsored equity was for the time being 
shifted to anti-poverty and efficiency approaches. The anti-poverty approach saw 
women as economic producers only whereas the efficiency approach attempted to 
meet the practical needs of women through interventions the primary roles. 
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These distractions were having their own benefits and added more to women 
empowerment than was conceptualized. The empowerment was defined as a change 
in the context of a woman‘s life that had the capability to lead for fulfilling the human 
life. Such capabilities were reflected in the external qualities such as health, mobility, 
education, awareness, status in the family, decision making role and also up to some 
extent material security. The other outcome of it was internal qualities such as self-
awareness and self-confidence. 
There were three leading features of the empowerment approach. The first one being 
giving due attention to the practical needs of women while focusing on their strategic 
needs. The second approach highlighted the neglected aspect that improvements in the 
condition and position of women were ended in themselves, rather it was assumed to 
be achieving bigger developmental goals. The last one is in contrast with the state-
dependence envisaged in the equity approach. The empowerment approach stressed 
more on self-reliance and a bottom-up approach of women‘s was adopted. 
The women empowerment has become a multidimensional concept. There is a 
diversity regarding the ways in which women empowerment has been defined and its 
nature and scope has been captured. The divergence in the mean, processes and 
methods of measuring women empowerment has made the concept easy to apprehend 
but difficult to spell it out. Mohanty, Manoranjon and Seldom (2003) felt that the 
approach to woman empowerment has not ensured an equitable relationship in the 
society. The reason being the concept did not lead to enjoying power in the entire 
society. The concept also implied that some out external agencies used to empower 
different groups through their different actions. Combining together the concepts of 
equity and empowerment the new approach came out as the Gender and Development 
(GAD) Approach. 
The advocators of women empowerment had tried to adopt a right-based approach 
even in the case of women development. There were three reasons for this approach. 
First, GAD had a limited focus on men. The reason was a majority of women were 
destroyed by poverty and patriarchy. Second, the rights-based approach had adopted 
an umbrella approach. Under this approach welfare, anti-poverty, equity and 
empowerment were given due place. Besides this, there was room to accommodate 
other aspects as well. Third, this approach not only declared its goals and outlined the 
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factors for empowerment, but it was concerned with the people-centric developmental 
approach. This was to make the development more sustainable. To achieve this an 
environment was needed to be created so that people can exercise their rights. The 
rights-based approach was highly endorsed because it had the moral authority within 
the society. Authority can be used to achieve human rights. The state cannot bypass 
its responsibility because it is essential to legally enforce these rights. 
However, the rights-based approach had some critical views as well. The prominent 
one is that it bypasses efficiency criteria, for it was not dealing with responsibilities. 
Another one is that there could be some clashes between individual rights and 
community-based rights, particularly in developing countries (Human Development 
in South Asia, 2000). 
Normative approach was an even broader version of the rights-based approach. This 
approach is also known as capability approach. The approach was gaining wider 
acceptance in explaining the empowerment of women. In the rights-based approach 
State had a very limited acceptable role. The normative approach includes affirmative 
support for a range of human needs. The capability approach covering a wide range of 
factors such as entitlement to gain employment opportunity, access to health care, 
education and leading to enhancement of social status. Jayal and Nussbaum (2003) 
noted that the normative motivated entry for women into governance in a broader 
sense. It suggested women role as an administrator, a manager, a professional and 
other technical positions. Apart from these external developments, it emphasized 
conditions that were necessary to influence women‘s internal development along with 
the conditions of the social environment that impact the women ability to shape ideas 
into action. 
Mahtew (2002) in assessing ten years of PRI (Panchayati Raj Institution), concluded 
that these institutions had no liberty for decision-making because decentralized 
decision-making was not allowed. Mathew cited numerous factors that had 
contributed to the ill-functioning of these institutions such a parallel structures (e.g., 
Janmabumi, Users committee), funding problems, extensive corruption and political 
unwillingness to make the grassroots institutions function independently. He also 
pointed out that all the central schemes were not directed through the panchayats at 
many places. Further, parallel structures like Janmabhumi have the provisions for 
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executing the government welfare schemes. Moreover, in many places micro-credit 
programs ignored the panchayats and municipalities. 
 One important achievement must be acknowledged here, the PRI and municipalities 
had elected three million representatives. Of these three million representatives almost 
one million were women. 29 different subjects were assigned to the Panchayats in 
rural areas and 18 were assigned to municipalities in urban areas; for example, 
agriculture and family planning. Many government sponsored schemes such as 
Employment Assurance Schemes (EAS). Jawahar Gram Samridhi Yojna (JGSY) and 
Swarahjyanti Gram Swarojgar Yojna (SGSY) and Indira Awaas Yojna (1AY) were 
launched. All of these executed through the panchayats. Around 43% of the women 
constituted among  beneficiaries of these schemes. 
Governments in many states are trying to establish the Gram Sabha to ensure social 
audits and accountability. Similarly, the central government is trying to bring 
amendment in existing Acts for bringing more effectiveness to the system. The reason 
for creating such a big political structure was to bring decentralization in decision-
making. It was supposed to be a great step for empowering local governments for 
taking their decisions including women as an important participant of the system. This 
led to the establishment of local democracy with women, members of Schedule Caste 
and Schedule Tribes as important actors in the whole process (Mohanty and Selem, 
2003). The above changes in the system brought new ray of hopes in the people of 
rural and urban areas. However, new elite has grabbed power and used the new elite 
as pawns. But the new forces like to access to education, rapid growth and access to 
government services by the economically weak sectors so that they can break the 
strong grip of the old elite. 
The Human Development Report, (2003) has noted that the people in Kerala during 
the Ninth Five Year Plan (1997-2002) showed enthusiasm in formulating the plan for 
their area. The State government also actively participated and spent 40% of the 
planned expenditure through the channel of panchayats and municipalities. 
Government also employed infrastructure and staff to the PRIs. They also brought a 
resolution for dissolution of government if and only if an autonomous overseer 
recommends such dissolution. 
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The plan also provided a forum for women. The forum called as the Women 
Component Plan. According to this plan, 10% of the every project has to be 
commuted to deserving woman. The projects include vegetable gardening, sewing 
cooperatives, mobilization of anganwadi, personnel and the creation of community 
centers for women. 
The project involved men and women mostly from the villages close to towns. Due to 
this, the Gram Sabha and village assemblies started working in a more sharing 
method. Together with people‘s plan, women participated in Self Help Groups 
(SHGs) and became stakeholders and actively participated in the Gram Sabha 
(Mohanty and Manoranjan, 2000). The people‘s planning project showed 
extraordinary results in terms of universalization of pre-primary education and 
enhancements in the quality of education, health care centers and rural electrification, 
etc. 
There were some constraints to the developmental steps.  The departments and 
functionaries moved to local government institutions disliked the move. Vertical 
programs of the Central government such as poverty alleviation schemes have 
evidenced to be difficult to feelingly participate into local plans. There were two 
reasons responsible for this kind of response. The first is disinclination of the 
bureaucracy and the second is the lack of flexibility in the schemes. At another level, 
the foreign funding agencies talked about decentralization and gave encouragement to 
these parallel programs. In spite of this, only few local bodies participated in the 
people‘s plan and majority of them were unclear about it (Isaac, 2000). 
Studies in some parts of northern India revealed that a majority of women belong to 
lower socio-economic group (Purushothaman, 1998). Similar studies in Orissa 
revealed that the ward members belonged to lower socio-economic groups, but the 
presidents of the panchayats and the members of the higher tier panchayats were from 
higher castes (Mohanty, Manoranjan and Seldem, 2003). 
The age composition of the elected women representatives represented a thought-
provoking pattern in urban as well as rural areas. For urban setting, in Chennai 
Municipal Corporation, the elected women representatives were between 40-50 years 
(Ghoash, 2002). In the rural areas it was observed that the southern and eastern states 
were having women representatives from younger age groups. However, in the 
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northern states elected women representatives were belonged to higher age group in 
the first term. But in the second term, women belonging to younger age groups were 
elected (Panchayati Raj Update 2003). 
Ektra (2003) conducted small studies in different parts of northern states. Ektra 
concluded that there is a presence of 31% of the total proxy women. The term proxy 
women is defined as number of women never having any role for decision-making 
because of their male family members. In this relation few interesting words like 
‗Pradhan Pati‘ and ‗Sarpanch Pati‘ were thought of to label the status of ‗proxy 
women‘. In a study Pai (1998) drew attention towards the fact that factors like 
belonging to prosperous and majority caste group did not let women to work 
independently and effectively. In spite of this fact, Pai (1998) further stated that 
contesting for election and becoming pradhanis had   brought a change in their lives. 
Ektra (2003) cited the reasons responsible for not having the ‗proxy women‘. For 
example, if Mahila Mandal or committed NGOs that were working with the elected 
women representative made them active. In reference to the idea of ‗proxy women‘ 
the question is that the women elected to panchayats and municipalities would have 
any role in decision-making or not. Ghosh (2002) pointed out that even the women 
candidates who had offered their candidature for the municipal elections in Chennai 
did not taken up the women‘s issues in particular. Ektra (2003) agreed with Ghosh 
(2002) that women candidates rather than focusing on women specific issues for their 
betterment, focused on infrastructural development like water resources. 
Several other studies from Orissa and Bengal reported that the elected women 
representatives focused gender based issues. But they were given strict instructions 
that they should focus on the guidelines for panchayat functioning. The guidelines 
include provisions like speedy disbursement of rice and wheat through Public 
Distribution System, widow pension, encouraging girls‘ education and construction of 
bathing ghats. A great achievement mentioned by Mohanty (1999) that the women of 
the villages did not feel afraid of approaching functionaries. Mohanty (1999) regarded 
it as a great achievement towards prompting development. 
Batliwala (1994) in his paper ―The meaning of women‘s empowerment: New 
concepts from actions‘ analyzed the concept of women's empowerment and outlined 
empowerment strategies based on ideas developed through a study of grassroots 
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program in South Asia. The model of women empowerment was supposed to be the 
consequence of vital criticism by the women‘s movement, particularly by ‗third 
world‘ feminists. It was clearly stated that the women‘s empowerment requires 
challenging the male-dominated power relationships that is the main cause for women 
having less control over material assets and intellectual resources (Batliwala, 1994). 
In another study Kabeer (1999) further elaborated the term empowerment as a process 
by which power is gained by those people who have been denied the same by upper 
caste and powerful people. Such empowerment would enable them to make choices 
related to their strategic lives. For example, women were allowed to choose their life 
partner, way of livelihood and willingness to have children or not. Kabeer (1999) also 
specified three inter-related dimensions that were needed to gain such power. Firstly, 
there should be access to and control of resources; secondly, there must be an ability 
to exploit these resources to explore new opportunities and finally, there must be 
achievements with respect to new social outcomes. This way, the concept of 
empowerment is both a process and an end result (Kabeer, 1999). 
Oxaal and Baden (1997) mentioned in their study that empowerment has converted 
into an international connotation but the concept has poorly understood. The women 
in developing countries did not have control over resources. They were also lacking 
the self-confidence and opportunity to join in decision-making processes. So, initially 
a need was felt to empower women on these aspects. Meanwhile it was felt that 
women have a critical role in the social and economic development. For this, they 
needed to be empowered to actively participate with men in all the developmental 
processes. Achieving these targets largely depend upon how clearly empowerment 
strategies have been defined and the meaning of empowerment. Also, integration of 
these strategies into main programs is also required rather than trying to achieve them 
in isolation of main programs. 
Marcelle (2002) emphasized that the use of information and communication 
technologies can be an influential tool for women‘s empowerment. However, these 
technologies must be used effectively and efficiently. These technologies can generate 
wonderful opportunities for women by way of exchanging information. By way of 
these technologies, women can also join online education via video conferencing, 
online lectures, etc. and can join e-commerce activities as well. Still women from all 
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over the world, especially women from developing countries, did not have access to 
these technologies. Reason being most of the women are either illiterate or 
insufficient access. Moreover, language and behavioral barriers were also responsible 
for this. 
The enactment of the 73
rd
 Constitutional Amendment in 1993 reserved 33% of 
Panchayati Raj (village councils) seats for women. The amendment opened 
opportunities for thousands of women to contest in elections. The women offered their 
candidature with different motives. Some raised voice for their needs, concerns and 
priorities and some struggled for power and authority. We have discussed that 
empowerment is a process enabling women overcome the challenges of a male-
dominated society. The 73
rd
 Amendment somehow could not achieve such 
empowerment for women. Despite this fact women have felt empowered at different 
phases through their experiences at various levels. A number of women emerged as a 
role model for other women. Such women tested their roles by entering the public 
domain and gained a new reputation in the society. This was challenging to measure 
how these experiences have influenced the personal lives of women. But, through 
participation in Panchayati Raj, women have gained acute gender mindfulness 
(http:www.pria.org/downloadfile/ Bwoomi.pdf, 12.10.2012). 
Stromquist (2002) discussed the role of education for women empowerment. 
Education is the key to empowerment. Stromquist described how the idea of 
empowerment formally applied in schools with young students. Also, the concept was 
introduced informally in non-formal adult education programs, further describing that 
in many developing countries girls did not have entree in schools. For such countries 
empowerment merely means providing the girls opportunity to formally attend the 
schools. 
In some countries the meaning of empowerment has a broader meaning. For these 
countries, empowerment symbolizes as the ability by which women are allowed to 
make strategic choices in the areas affecting their lives. The control over resources 
and the agency have been identified as key factors in the process of empowerment 
Malhotra, 2002). While, the control over resources is important for meeting the basic 
conditions of empowerment, the agency is to add the ability to formulate choices. 
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Moghadam and Senftova (2005) emphasized the multi-dimensional aspect of 
empowerment. They described empowerment as a collection of civil, political, social, 
economic and cultural participation rights. Based on these aspects, they presented a 
six domain framework for the analysis of the process of empowerment. The domain is 
used to measure women‘s participation, rights and capabilities. Participation is with 
respect to improving social condition. The rights in reference to formal and legal 
condition. Lastly, the capabilities that are a precondition for enjoying rights and active 
participation. The six domains include the socio-demographic indicators; physical 
integrity and health; literacy and educational attainment; economic participation 
rights; political participation rights; and cultural participation rights. The indicators 
are: life expectancy at birth, sexual and physical abuse against women, literacy rates, 
amount of maternity leave and number of feminist resources in the print and 
electronic media. 
Pradhan (2003) proposed another way of analyzing the empowerment. According to 
him quantitative analysis of empowerment should be done by asking various 
questions such as How we come to know that the women are empowered? Whether 
the frequently used socio-economic indicators such as education,, income, and labor 
force participation sufficiently capture the notion of empowerment? The quantitative 
analysis would help in knowing how much women are empowered. Further the paper 
argued that whereas the socio-economic indicators are suitable as empowerment 
approximation, they are not delicate enough to capture the nuances of gender power 
relationship. 
That is why quantitative methods without incorporating qualitative aspects are not 
capable of capturing the interactive processes by which weaker position plan the ways 
of acquire from uneven relationships. Therefore, it is necessary to follow an in-depth 
anthropological method. This way we can understand the social and cultural aspects 
within which women‘s social conduct and gender relationships take place. 
Kabeer conducted another study in the paper titled ―Gender Equality and Women's 
Empowerment: A Critical Analysis of the Third Millennium Development Goal". In 
the paper Kabeer (2005) discussed the third Millennium Development Goal (MDG). 
The goal was related to gender equality and women empowerment. The study also 
enlisted the indicators associated with the goals. The indicators include women‘s 
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access to education, share of non-agricultural wage employment and political 
participation. These indicators can contribute to women empowerment. All the 
indicators have the capability to bring an immediate change in the women‘s lives. Not 
only changes in the women lives, they can also bring long-term transformations in 
male-dominated power structures. To achieve these goals there is a need to bring rules 
and regulations that ensure that policy changes are executed in a way that enable 
women to participate, monitor, hold policy makers and corporations answerable for 
their actions. In the absence of such regulations, women‘s empowerment will be 
limited. For instance, access to education enhances the chances of good marriage. But 
if the education has not imparted the courage to raise objection to unfair practices, its 
potential for change will be limited. In the same way, a working woman gains a sense 
of self-reliance and purchasing power. But if the earnings are in such atmosphere that 
they are detrimental to the woman‘s health, its cost will overshadow its benefits. This 
way, a question arises here is that up to what magnitude the community is prepared to 
support for women at the grassroots level. It definitely requires support that would 
ensure collective capabilities for women to participate in the policy processes. 
Kabeer (2005) on the other hand studies the experimental evidence with data on the 
impact of microfinance with respect to decreasing poverty and the development of 
poor women in "South Asia. which apparently changes the level of access to financial 
services and can make vital contributions to the economic efficiency and societal 
well-being of underprivileged women and their families, however, it does not itself 
empowers a women. Like other growth interventions such as education, political 
reservations, etc., that pursue to carry hierarchical and fundamental changes that real 
empowerment necessitates Microfinance offers many unexpected outcomes rather 
than a predetermined set of results.   
However, this paper defies the hypothesis of the automatic gains from micro-finance 
for women. For example, obtaining highly subsidized loan by women guarantees 
neither its proper use nor it signals it is always used by the concerned women. In other 
words, other members in the family may consume the loan so obtained. Therefore, in 
this case priorities may be poles apart due to conflict of interest. Similarly, great 
demand for credit by women may be an indication of family pressure to use funds for 
in-laws or husbands. Hence, loans sanctioned to women, alone as an indicator of 
empowerment, may not exhibit a clear picture. 
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Saroj Pandey (1996) studied the situation of curriculum and its development from 
historical perspectives with emphasis on gender and gender equality tracing the 
origins and factors of such transformations. She throws light on women‘s education 
status before and after independence. Additionally she discourses the suggestions 
offered by several agencies and committees, constituted after independence, for the 
purpose of women's literacy. While acknowledging the non-existence gender bias in 
different curricula it warns that gender inequality still exist in other manner. The study 
highlights the need for honest and constant determinations to enhance status of 
women in India. 
Mishra, Sweta's, study starts with some concerns about the negligible position 
possessed by the Indian women in the social and political sphere mainly because of 
financial constraints. It traces the development of the Panchayati Raj Institutions 
(PRIs) in the background. It then gives a brief record of the position of women in the 
PRIs before the 73
rd
 Constitutional Amendment Act. Finally, it inspects the extent of 
contribution by women in the movement for enacting the 73
rd
 Amendment Act. It 
looks at whether women will have the capacity to practice political will through this 
framework; what obstacles are there on their way, and lastly how they can beat them. 
Narayana (1998) examines the requirement for political strengthening of women 
through reservation in constructional bodies like parliament, and state lawmaking 
bodies in the same line as "Panchayat" (town) level in India. The current financial and 
socio-political problem alongside expanding exploitation of women and are due to the 
disappointment of patriarchal structure of the country‘s politics. Representation of 
women in high political jobs has been viewed as an essential for the achievement of a 
democratic and independent nation, which is needed that every level from top to 
bottom. However, the responsibility and obligation of duty with respect to women 
political leaders is of utmost importance. This requires a higher level of mindfulness 
among women with respect to health, overall wellbeing, proficiency, gender and other 
important social, monetary and political matters. 
Flavia Agnes (1999) investigates the matter of law reforms with respect to gender in 
Indian polity and discusses it from a historical perspective. It additionally investigates 
the techniques, which could shield the entitlement of women in a nation such as India, 
which has a background of orthodox, social, and cultural polity. The book is arranged 
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in four sections. To start with, part one contains five sections and talks about pre-
colonial legal structures. Second part includes three sections, and investigates the 
improvements after getting independence. Third part of the book, which comprises of 
two sections, clarifies the developments in the persona laws of non-Muslim 
minorities. Fourth and last part of this book contains the investigation of the present 
patterns, their discussion thereof on the Uniform Civil Code. 
Preet Rustagi's (2000), article distinguishes gender specific poor areas among fifteen 
big Indian States Andhra Pradesh, Bihar, Gujarat, Haryana, Himachal Pradesh, 
Maharashtra, Orissa, Punjab, Rajasthan, Tamil Nadu, Uttar Pradesh and West Bengal 
in light of 13 space indicators based on gender sensitivity. These indicators were 
demographic, educational, health related, socio-cultural and economic and relates to 
different dimensions of development. The appraisal of the comparative levels of 
backwardness or development helps in ranking based implementation on specific 
indicators  
As far as possible, the study is generally based on secondary data from 1991 census, 
370 regions. The study demonstrates female to male ratio (FMR) as a demographic 
variable. Female literacy serves as essential indicator of education and literacy status. 
The health and wellbeing related variable is mortality rate. The data sources utilized 
for the study are the census of India 1991, mortality statistics from Rajan and 
Mohanchandran (1998) and UNFPA'S estimated information on fertility and female 
age at marriage. The paper attempts to understand state and district wise measure on 
each of the chose indicators under particular heads. Through the study makes no effort 
to study the transformation through time rather concentrate on rural areas, however it 
basically relies upon its methodology that fortifies two focuses — one, disaggregated 
examination; and second, importance of growth at various fronts of gender 
development. The discoveries of the study presume that no state or district shows a 
uniform example of backwardness or development as far as gender sensitive 
indicators are concerned. 
McDougall (2000), in his study ―Gender gap in literacy in Uttar Pradesh: Questions 
for decentralized educational planning‖ illustrates national statistics on regional 
gender and caste inequities.  The paper brings up issues how ad hoc planning and 
execution of policies to promote educational equity can be very difficult and 
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challenging.  The data for this study, which is mainly, focusses on gender-based 
literacy, collected from following censuses 1971, 1981, and 1991.The study examines 
overall female literacy rates in each states and districts, accounting for both rural and 
urban areas. The state of Uttar Pradesh is identified as most biased states on the basis 
of gender and literacy data. It is found to have highest gap male female literacy ratios. 
Further, the McDougall narrates: ―…..religion, urbanization and income on literacy 
rate and emphasis of history, social relations and politics on the female literacy level 
and gender gap in state…female literacy rate in both national and state maps and 
comparative study in graphs…. is supported by relevant statistics…‖ 
Kishwar Madhu (1995 in her article Madhu, K. (1995). Where daughters are 
unwanted‖ has expressed her grief at the present situation of women and female child. 
The article highlights the matter of Sex Determination Tests (SDT) in India, which 
has brought about abortions because of gender, killing girl babies in mother‘s womb. 
Government of Maharashtra passed ―The Prenatal Diagnostic Techniques Act‖ 
(Regulation and Prevention of Misuse) 1988 to curb selective determination of sex 
and abortions.  Nevertheless, due to lack of implementation of such acts the challenge 
of selective abortion remained intact in am areas. Unfortunately, the exponents of 
SDT still believe it will help regulate the population growth. Shortage of women does 
not infer that their life will show signs of improvement hence it is a myth. Furthers it 
seems that women are their worst enemies as most of them want a male child perhaps 
because of social conditioning or may be family‘s expectations for a male child. In 
fact, the better thing is t make women aware of their importance and hence increasing 
their love for the daughters may let them wish for and fight for female babies 
conceiving in theory wombs.  
Next pieces of evidence are from book titled ―Na Shariram Nadhi, My Body is Mine”. 
The editor of the book, Sadgopal (1996) have documented a process of self-
realization through self-examination of one‘s body. It portrays a process and story of 
success through self-help experience among women, which helped them in fighting 
against the issues that adversely affect women's health, such as class, community, 
cast, religion, regional, gender oppression in family and society, privatization of 
health, coercive and anti-women policies and social stereotyping.  The book 
accumulates “…..the experience of eighteen women, in a ten months (Between 
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February 1993 and November 1994) training on self-Help Training in Women's 
Health based in Hyderabad….” This in addition raised the challenges and matters 
related to gender and health awareness of women; moreover, tracing the issues of 
body politics further than fertility and sexuality and maternity related illness and child 
bearing by women. The document includes marginal sections like Dalits and tribes. 
This book gives very valuable insights from the direct experiences of the participant 
in a qualitative manner. 
Ajeet (1998) studied the law and meaning of abortion and miscarriage. The study 
stated that the abortion laws have been relaxed to meet the changing requirements of 
the society. Few sections of the Indian Penal Code (IPC) and the Indian Medical 
Termination of Pregnancy Act (MRTP), 1971 describes penalties on the legal grounds 
for miscarriage. The act also explains the basis on which the pregnancy can be 
terminated. The author recommended that the Act ought to provide guidelines to the 
medical practitioner so that they can decide what risk is involved in terminating the 
pregnancy. The main objective of the Act is to ensure the maintenance women health. 
Mental health has not been defined in the Act. 
Sehgal, (1987) in a study provided birth rates, population statistics, land area-
population comparisons, women population census figures. He also mentioned 
different laws of India relating to marriageable ages. The paper inspected practices in 
different religions and their influence on population. Discussing the legal aspects of 
abortion, government policies, provision of Indian penal code pertaining miscarriages, 
concealing birth, abortion and sterilization statistics, the author discovered the 
education influence on population statistically. Author also studied relationship of 
employment and population growth. Also, considering the legislations like factories 
act, ESIC act, maternity benefit act, thereby studying their impact on population 
growth. The author concluded the study specifying the role and duties of government, 
polygamy and abortion. The author further suggested the need to amend existing laws 
confirming with principles embodied in universal declaration of human rights and 
removal of discrimination against women. 
The book entitled ―Mental health from a gender perspective‖ edited by Bhargavi V 
Davar (2001), is the collection of papers presented at a seminar on gender and mental 
health in 1995. The handbook is an attempt to appreciate the politics of the mental 
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health debated from perspective of women.  The book splits into four segments: first 
segment discuss the challenges involving women‘s general wellbeing and mental 
health in India form the perspective of clinical psychology. The book explores the 
impact of social and cultural environment; the roles and the constraints within 
stakeholders. Second segment covers issues of mental health linked to body, fertility, 
birth and sexuality. Third segment consists of sexual brutality, child abuse and mental 
health whereas the fourth and last segment, deals with makeover of relationships 
between gender and social institutions like hospital, court and media. 
Sivaramayya (1983) reviewed at the ancient history of laws in matters such as 
women‘srights; sati practices, the involvement of the British in enacting laws to 
protect women's social status, etc. the paper scrutinized opinions, explanations of 
courts, legislature in matters of polygamy, marital rights, legacy, separation, 
maintenance under Hindu Marriage Act and Muslim personal laws. Further it looked 
for Hindu and Muslim community visions on these aspects. It further inspected the 
provisions of criminal procedure code and the Indian penal code in relation to above 
matters. This article cited examples, cases, circumstances of litigation and court 
interpretations. The article attempted to critically examine the social status of women 
by way of legislation, judicial interpretations and processes. 
Another example of sexual violence and harassment is discussed from Rehana Sikri‘s 
Book “Women and Sexual Exploitation: Harassment at Work”, which acknowledges 
growth of women in workforce all around the world but unfortunately the ―battle of 
sexes‖ and inter and intra gender conflict is visible in many offices and or 
organizations. Data for Indian populations was taken from census reports, National 
Sample Survey Organization (NSS) and related surveys from relevant organizations. 
The book exhibits a broad and complete sketch of the women employees in India, the 
data depicting from decadal censuses. National Sample Surveys and small-scale socio-
economic surveys, it includes women's professional summary as well as the social 
values and family values that limit behavioural characteristics in the workplace. These 
survey results are analyzed for a further elucidation of the factors of physical and 
sexual harassment in context of male-female involvement at workplace. Identity 
seeking by working women is also discoursed in the traditional situation of women‘s 
sexual exploitation. This study therefore ―…brings out the distinctive and alarming 
aspects of gender confrontation and its sociological significance…” 
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Ram Ahuja (1998) in his book “Violence against Women” penned down the issues of 
upsurge in aggression against women, and tried to explain the nature and causes of 
violence against women. The book also manifests if any academic inquiry could be 
offered to clarify aetiology of such violence against the marginalized gender. Such 
matters are judiciously scrutinized, from point of view of sociology. It also dispenses 
with challenges of pain and infliction caused to victims of such harassment who feel 
miserably helpless in the environment of animosity. This study also proposed ideas on 
the subject of management of such concerns means of preventive measures, reviving 
patriarchal norms, evolving provision for sufferers within the household and across 
women's groups and organizations, therefore, bestowing equilibrium among practical 
and theoretical world. 
The book is contained of six segments. They talk about the general, political, legal, 
social, economic and cultural strengthening of women. In these different papers, the 
issues like fixing seats for women beginning from Panchayatas to Parliament, forms 
main ingredient in social strengthening of women, occupation as an essential device 
for strengthening, part of public, private and nongovernmental associations (NGO) in 
women improvement, requirement for ―conscientization” of men and women on the 
significance of women‘s advancement and empowerment.  
A study was conducted by Raju and Bhat (1997) in the Mandya district of Karnataka. 
The women in this Mandya district were chosen for collecting research information. 
The study focused on the gender inequalities in officially sponsored family planning 
programs. The result of the survey showed that there were more female acceptors than 
against male acceptors of the above program. The results with respect to sex ratio 
further suggested that male were preferred over females. That is why it was the 
determining factor for approval of the family planning methods in the sample. The 
author suggested that the platform should motivate men as well as women to adopt 
family planning to make it effective in the real sense. 
Joshi, Sneha and Pushpanadham K. (2001) in their paper outline the conflicts faced by 
women within society family and self. This dilemma is pronounced in a changing 
societal setting. This study also discusses the amount of national and international 
pressure in helping women achieve their rights and entitlements through the process of 
empowerment. With such advocacy, education and leadership building can be 
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manifested to develop a healthy society with equal contribution from female members 
as well. 
Khandai  (2001), in his paper, ―The Programme of Action 1992‖, provides parameters 
for the empowerment of women and the University Grants Commission (UGC) has 
framed its policy on Higher Education recognizing Extension as the third dimension of 
the Institution of Higher Education in addition to "Teaching" and "Research". Now the 
new focus is on women's study centres started by the universities to have a better 
understanding of women's contribution to social process. The paper concludes by 
giving various aspects on which the university can work on and how for the 
empowerment of women can be achieved. 
Maya Unnithan Kumar (1999) examined that the reproductive health care in the 
context of Muslim women‘s perceptions and experiences in general as well as in terms 
of the material, ideological and political dynamics of household, kin and gender 
relations. A study of the rural Nagori Sunni community in Jaipur district (which has 
3,81,214 Muslims), Rajasthan was carried out in Sanganer tehsil which has a 
population of 8,404. The material is based on two Sunni, Nagori Muslim dominated 
village in the north-eastern part of the tehsil. The Nagori Muslim men and women in 
Sanganer do not entertain the idea of a control on conception, neverthelesss at an 
individual level they seek out health services for sterilization as well as the medical 
termination of pregnancies. 
Reproductive health practices among Muslim women in India had been little 
researched perhaps because of the wide-spread notion regarding the tight Islamic 
control over sexual behavior and the sanctions against contraceptive use. It therefore 
focuses on mensuration and childbirth and local perceptions of the body, reproduction 
and ill health. It describes the material and ideological factors linked to the household 
which facilitate Nagori women‘s use of health care services. 
Most of the reproductive problems of women in the area of Jaipur district were related 
to mensuration. While a few cases of maternal mortality came to the notice of the 
health centre, there was a high incidence of maternal morbidity. These ties in with 
various statistics on Muslim women‘s health which show a high occurrence of 
maternal morbidity and disease of women in their reproductive life span with a high 
correlation between poverty and maternal and infant mortality. As is well known, 
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infant mortality is crucially connected to maternal health, high infant mortality figures 
are recorded in Rajasthan in general. There was very high incidence of foetal and 
infant mortality across communities in the area with the highest number of children 
dying below one year. 
As women articulate their health problems in very general terms, it is important to 
consider women‘s reproductive health in the context of their wider complaints of 
illness. Nagori and indeed other caste women used descriptive terms such as pain, 
discomfort to convey their sense of ill-being. The most frequent general complaints of 
Muslim women, in order of highest occurrence are: (i) pain in the upper abdomen 
related to hyperacidity, with nearly four to five out of every 10 women having this 
complaints. (ii) dizziness along with loss of appetite, related to weakness and 
malnutrition; (iii) chronic cough, a common ailment which they share with men; (iv) 
fevers and body aches the latter affecting older women more frequently; and (v) 
others, such as headaches and visual disturbances, seasonal diarrhoea, fungal skin 
infections and viral fevers. The use of more general words relating to pain, discomfort 
and weakness rather than specific disease related terms also points to the fact that 
women perceive their illness as related to causes lying outside the purely physiological 
domain. 
The high maternal morbidity among rural Muslim and Hindu caste women was related 
to a combination of physiological, social, economic and psychological factors wherein 
marital problems, the social consequences of aborted fertility, poverty and lack of 
nutrition, the inability to control infant mortality, the lack of information about 
diseases and effective recourse to cures were only some of the realities which took 
their toll on women‘s lives. 
The material on Nagori Muslim women emphasizes the fact that the extent to which 
they can be active agents in health care matters depends, apart from their own 
motivation, on their physical condition (with weakness acting as a constraint upon 
their activities), their vulnerability to cultural notions (which especially young and first 
time mothers are prone to), their age, household relationships especially with the 
husband and the women in his family and the interhousehold connections. 
Aarzoo & Afzal (2006) used the 1998–1999 Indian National Family Health Survey of 
ever-married women in the reproductive age group and analyzed the data of north 
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India like Bihar, Madhya Pradesh, Rajasthan, and Uttar Pradesh. Overall, about three-
fifths of rural women did not receive any antenatal check-up during their last 
pregnancy. Services actually received were predominantly provision of tetanus toxoid 
vaccination and supply of iron and folic acid tablets. Only about 13% of pregnant 
women had their blood pressure checked and a blood test done at least once. Women 
visited by health workers received fewer services compared to women who visited a 
health facility. Home visits were biased towards households with a better standard of 
living. There was significant under-utilization of nurse/midwives in the provision of 
antenatal services and doctors were often the lead providers. The average number of 
antenatal visits reported in this study was 2.4 and most visits were in the second 
trimester. Higher social and economic status was associated with increased chances of 
receiving an antenatal check-up, and of receiving specific components including blood 
pressure measurement, a blood test and urine testing but not the obstetric physical 
examination, which was however linked to ever-use of family planning and the 
education of women and their husbands. Thus, pregnant women from poor and 
uneducated backgrounds with at least one child were the least likely to receive 
antenatal check-ups and services in the four large north Indian states. Basic antenatal 
care components are effective means to prevent a range of pregnancy complications 
and reduce maternal mortality. 
Ara, Nisa, Siddique & Afzal (2006) examined the maternal age and ethnicity in 
determining demography and selection intensity parameters among North Indian 
Muslims. They said that reproductive fitness is best studied by taking together a 
number of parameters like the mean number of offspring produced, pre- adolescent 
mortality rate, sex ratio and the rate of selection intensity. The Muslims of Aligarh city 
are predominantly Sunnis, though a considerable number of Shias are also there. In the 
present study we have reported incidence of marriage, reproductive fitness, mortality 
and selection forces operative among women of high rank (Ashraf) and low rank 
(Ajlaf) of Muslims in the northern region .Maternal age was scored as above 45 and 
below 45 among each of the biradaris. Significant effects of maternal age were seen on 
fertility, mortality, and sterility and secondary sex ratio of the offspring, whereas 
populations did not show consistent difference except between Ashraf and Ajlaf taken 
separately. 
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Reproductive behavior of a population is a major attribute of its lifecycle which affects 
the overall demographic pattern of the population. The reproductive performance 
includes all the facets of reproductive cycle from menarche to menopause, estimating 
the rates of conceptions, foetal loss, neonatal, juvenile and adolescent deaths etc. 
Reproductive fitness, on the other hand, is best studied by taking together a number of 
parameters like the mean number of offspring produced, pre-adolescent mortality rate, 
sex ratio and the rate of selection intensity. 
Distribution of mothers of different ages in different populations for reproductive 
fitness study among Ashraf mothers, that is, Syeds are highest for all the age groups 
(24%) while Pathans are the highest in above 45 years of age (19%), again among 
Ajlafs, Ansaris dominate in all age group, while Qureshis follow the same in above 45 
years of age groups. The lower percentage in the late age group is mainly due to the 
result of higher mortality of women in the Indian subcontinent, an indicator of 
underdeveloped country and the lower socioeconomic status. As majority of the 
women belonged to non-consanguineous cases, these were included only in the study. 
In women of above 45 years of age group, the mean fertility value ranges from 5.33 
(sheikh) to 7.0 (Qureshi), in the age below 45 year, it ranges from 3.16 (Qureshi) to 
4.9 (Sheikh) while in the combined age group it ranges from 4.69 (Syed) to 5.71 
(Saifi). On the whole Ajlaf are found to be more fertile than Ashraf. 
There is a higher mortality in offspring of higher age women; being lowest among the 
lower age group, female mortality is lower among the female children, again the 
Ashrafs have higher mortality than the Ajlaf. Among Ashraf, Sheikhs have the highest 
mortality and Syeds have the lowest. Among Ajlafs, Ansaris have highest mortality 
and Qureshis have the lowest. Qureshis have lowest mortality in all age groups. 
The Muslim Women's Survey (2000-01), was carried out in 12 states, spread over 40 
districts in India. Surveyed by Zoya Hasan and Ritu Menon (2000-01), it surveyed 
9,541 Muslim and Hindu women respondents -- 80 per cent Muslim and 20 per cent 
Hindu; and 60 per cent urban, 40 per cent rural. A woman's educational level does not 
seem to have an impact on her decision making, either for better or for worse. But her 
socio-economic status has a negative correlation with a rise in economic status: the 
higher the status, the lower a woman's decision-making powers. 
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There does seem to be a generational shift, though, with younger women reporting 
greater decision-making abilities. Rural women report the lowest levels, as do women 
from eastern parts of the country. The western region reports the highest levels, urban 
and rural, as far as decision-making is concerned. 
Over 50 per cent of respondents said they were consulted about all decisions regarding 
household and consumption expenditure, marriage and birth and death ceremonies. 
This consultation, however, declines noticeably with regard to major illnesses, major 
purchases and investments, and travel. 
The significant community difference here is that Muslim women report greater 
consultation than Hindus for all categories, especially for major purchases and 
investments. 
Given the central role of marriage and motherhood in the lives of Indian women, the 
question of decisions regarding family size is important. The question posed to 
respondents was: Have you and your husband ever discussed the number of children 
you would like to have? All-India, a rather high 56 per cent said they had; 43 per cent 
said no. 
A clear generational shift is evident in the responses: 62 per cent of women in the 18-
35-year age group said yes, as did 46 per cent in the 35-40-year age group. Only 14 
per cent among the 60-90-year-olds agreed. 
Conforming to the usual pattern, urban women report greater discussion than rural 
women. The survey found a positive correlation between education and marital 
communication, even in rural India. Decisions about how many children to have are, 
on the whole, taken jointly by the couples themselves, in 38 per cent of the cases, and 
by the husbands alone in 30 per cent. The sharp and significant difference is in the 
proportion of 'husbands alone' and 'wives alone' deciding -- 30 per cent compared to 
2.5 per cent. 
The fact that joint decision-making is slightly higher than unilateral decisions taken by 
husbands is a positive indicator. But it does not necessarily follow that women are 
equal partners in decision-making or that they have any real choice in the matter. 
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Jeffrey and Jaffrey‘s (1997) study of two villages in Bijnor, UP (one is Muslims and 
one is Hindus) suggests, both villages have expanded rapidly (over 3% per year) 
although fertility has dropped by 13% in the Hindu village and by 1.5% in the Muslim 
village. Demographic pressure on the land and increased expenditures connected with 
consumerism are associated with more out-migration of young men in search of off-
farm incomes. Schooling is increasingly important in structuring and reproducing 
social inequalities, but few poor women (whether Hindu or Muslim) have high levels 
of schooling. 
Padma. G, Rama (2005), study of maternal mortality is just the tip of the iceberg of the 
health problems women face. Many women do not die of causes related to pregnancy 
but suffer severe morbidities. Due to miscarriage, induced abortion, and other factors, 
about 40 percent of the pregnancies in developing countries result in complications, 
illness or permanent disability for the mother or child (WHO 1992a).. Another study 
indicates that in developing countries, for each maternal death, a further 10-15  women 
suffer from serious impairments. 
Every time a woman is pregnant, she risks a sudden and unpredictable complication 
that could result in her death or injury. At least 40 per cent of all pregnant women will 
experience some type of complication during their pregnancies. The main purpose of 
antenatal care is for early detection of some complications or risk factors. Antenatal 
care refers to the pregnancy related care provided by a health worker in a medical 
facility or at home. 
Government of India has proposed a minimum of three antenatal visits during a 
pregnancy. This includes at least three antenatal care visits, iron prophylaxis 
supplementation, and two doses of tetanus toxoid vaccination, detection and treatment 
of anaemia in mothers, high blood pressure check-ups and management of high-risk 
pregnancies. Commonly used factors to identify risk are height, weight, age, parity and 
previous history. Other factors such as antenatal bleeding, sexually transmitted 
diseases, and transverse presentation are also identified as risk factors. 
Everyone expects a woman to bear a child within a year or two after marriage in most 
communities. Culturally, pregnancy is highly valued. First pregnancy is revered in 
families. Women perceive that there is an elevation in their ‗status‘ within the family 
once they are pregnant. Being pregnant is a moment of joy and proud for husband and 
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parents. Also a few women, especially from scheduled castes and backward castes, 
mentioned that if one is not pregnant till two years after her marriage, she is subject to 
criticism. Therefore many preferred to conceive at earliest after the marriage. 
All women have a favourable attitude towards family planning methods. They feel that 
if not for the availability of these methods, a woman would continue to bear children 
all through   the reproductive age. Though women are in favour of limiting the size of 
the family, yet many are not in favour of using a method before first conception or 
between pregnancies due to the fears of not conceiving when desired. Women are also 
worried about the health problems associated with usage of temporary methods. Some 
young women belong to upper castes and backward castes from both the districts, 
however, wish to postpone first pregnancy. Though they have no adequate knowledge 
about health consequences related to teenage pregnancy, their main concern is not to 
get involved into the responsibilities of motherhood soon after marriage. In such cases 
women feel that husbands‘ cooperation is very much needed. Otherwise, they feel it is 
embarrassing for them to go to a shop to buy contraceptives or get from the health 
centre. However in the villages where ANM regularly visit, some women request them 
for contraceptive pills. 
Many women feel that men do not accompany women to a doctor or health centre 
during pregnancy, delivery or after delivery. Most of the elderly participants said that 
it is not nice to expect men to leave their work and go with wife to a doctor. These 
women opine that it is not an area for men to get involved. At the same time all 
women feel that men never understand what a woman undergoes during pregnancy 
and after childbirth. 
Not everyone agrees, however, that encouraging men‘s participation in reproductive 
health activities is a good way to improve women‘s reproductive health. By and large 
men the main decision-makers of a household, therefore in this particular context an 
attempt has been made to understand men‘s knowledge levels and their perceived role 
towards safe motherhood. 
Maternal care includes not only care during pregnancy and delivery but also during 
post-partum period. Care after delivery is highly neglected by both women as well as 
health care providers. The health workers in rural areas appear to be burdened with 
multiple tasks. Thus, they divert their efforts more towards immunization programmes 
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and meeting the sterilization targets rather than on post-partum care. Women‘s 
knowledge levels are also very poor with respect to delivery and post-partum care. 
They wrongly perceive that many problems could occur only during pregnancy rather 
than during delivery or post-partum period. 
The HIV/AIDS epidemic in India are spreading rapidly and will increasingly affect 
women‘s health in coming years. A study estimated that between 2-5 million Indians 
are currently infected with HIV (AIDS control and prevention project of family health 
international et-al, 1996). The incidence of AIDS is spreading from high risk 
population to the general population, and the infection has spread even to new born 
babies. 
Dharmalingam and Morgan (2005), suggest an alternative or complementary dynamic 
that stresses intergroup dynamics and the role of family and demographic behavour as 
markers of group identity sources of solidarity. The pervasive religious tension in 
Indian political discourse and the currency of demographic arguments increase the 
plausibility of this argument. Moreover, Islam‘s opposition to specific contraceptive 
methods may limit their use among Muslims especially if the family planning 
programmes push terminal and the government is Hindu controlled. 
The position of women and women‘s roles in reproduction occupies central positions 
in religious, popular, and political discourse. It may be conjectured that the Muslim 
community response to these concerns, especially when they are a minority, is a 
stronger emphasis on aspects of family life conducive to childbearing or opposition to 
particular forms of birth control, for example sterilization. Larger family sizes, greater 
demand for children, and higher risks of unwanted pregnancies could be the 
unintended outcomes of these group struggles. 
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Profile of Aligarh City  
In this modern age, public interest is observed to have moved from economic affairs 
to social state of our nation which has resulted in bringing the concept of social well – 
being into light. Change in developmental methods and economic growth has 
effectively brought the study of urban development related to concept of social well – 
being since 1970s. Concept of social well – being is thought to be a universal opinion 
which includes socio-economic, demographic and socio-cultural dimensions. 
Estimation of quality of life is done accounting for education, professions, income, 
housing and marital status of people living in society. Satisfaction of human needs, 
organic needs, special needs and individual needs for self – realization‟ outlines the 
idea of quality of life as explained by Pati and Mahapatra (1987). 
Western societies have proposed many innovative ideas in study of social well-being 
but developing countries including India still face challenges in reporting problems of 
social well-being at academic level which ultimately result in all efforts to spin only 
around the two aspects. Primarily the problem of selecting the suitable volunteer 
which can reflect the social well-being occurs and other problems are observed in 
appointing suitable geographical units for the purpose of generalization as suggested 
by Kulkarini (1990).To arise from the problem of theoretically undeveloped angle of 
social well-being in geography, concerned people have derived the theoretical 
framework from Economics for well- being. Fundamentally quality of life is related to 
level of completion of needs and wants. Higher the needs greater is quality of life. 
As defined by Knox (1973) “well-being is the satisfaction of the needs and wants of 
population”. Except few basic needs which are scientifically established, most of the 
needs and wants are culturally and historically specific. As needs are fulfilled in 
specific social, economic and political context, they vary from one place to the other. 
Social sector which includes education, health, nutrition etc. stresses quite more on 
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human than human development and its development sector suggests large 
improvements in quality of life. 
According to UNDP (2009) human development is defined as “the process of 
enlarging people‟s choice”. Initial approach of concept of human development is to 
reflect fairness in opportunities, sustainability and basic capabilities of human beings. 
Here people are considered to be in focal position where education, health and 
nutrition are indicated as basic needs. Particularly this approach aims basic human 
rights which involves education, good health and nutrition. Associated satisfaction of 
essential needs and other life portions such as self-satisfaction acquired by 
achievements, development of individual and good surroundings, all together define 
Quality of Life. Another definition reported by UNSECO (1977) describes it as “the 
satisfaction of an inclusive set of human needs”. 
Development is also defined by Kopardeker (1986) as the transformation of economic 
and social conditions of people. How the people share their social goods and evils is 
basis of understanding social well-being of group of people. A well-adjusted and fair 
social framework and effective execution helps in developing wealthy, peaceful and 
sequential progressive society. Equitable society is formed when it‟s economic, 
political,  religious and other organization perform in such a way that no social group 
is abused. 
Aligarh is a district in Uttar Pradesh (U.P.) which is located southeast of New Delhi 
about 90 miles away. The district has a population of nearly half a million and it has 
its administrative headquarters, police range and Division. Aligarh is recognized 
mainly and famed after the Aligarh Muslim University. Etah, Hathras and Kanshi 
Ram Nagar are the divisions of Aligarh. 
Aligarh has various names such as “Mecca of Education”, “City of Locks” or “Tala 
Nagri” which are named on account of its Educational status and presence of Link 
Locks, a known lock industry in India after Johnson & co who first established lock 
industry in Aligarh in 1870. Aligarh has old and new divisions. Dhorra Mafi or Sir 
Syed Nagar is recognized as the most literate colony of Asia by Guinness Book of 
World Records. U.P. has 13 big cities including Aligarh. 
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Situated between coordinates 27.88°N and 78.08°E, the city lies in central Doab 
surrounded by two important rivers Ganges and Yamuna from both sides. With 
elevation of 178meters (587feet), it wraps the land area of about 5498 
sq.km.(Siddiqui,1981) Demographical data given by Census 2001 shows  males 
constitute of 53% and females constitute of 47% in population of 43,23,760 (density- 
786 persons/sq.km) and accounts literacy rate of 79% and 61% respectively. The 
average rate of literacy is around 71% which is 10% higher than the national average 
literacy rate.16%. of people is under age of 6. 
The name of the city was changed numerous times as the invasion took place several 
times in this area. It was named Kol in 18 century after an unclear reason that suggest 
it was a name of a tribe or a demon or a mountain. Also it was named 
Muhammadgarh in 1524-25 after name of Muhammad, son of Umar. Then it was 
renamed by Farrukh Siyar and Muhammad Shah as Sabitgarh and it was further 
changed to Ramgarh after a known battle “Battle of Ghasera” in which all women 
committed Jauhar when Bargujar Raja Bahadur died during the Battle. Finally it was 
named Aligarh by Najaf Khan (Siddiqui, 1981). 
Apart from its well-known educational status and fame in lock industry, this city also 
accommodates 25,000 industries of both small and large scale. Aligarh produces 
around 50 tons of zinc on daily basis which is raw material of zinc die casting in low 
end domestic businesses. It is proven that the zinc alloy consumed by rest of India is 
lesser than it is consumed in Aligarh. 
Aligarh contributes a big share in market of manufacturing Brass fitting, hardware 
and sculptures among which the brass market is  contributing more and provides 
wages to thousands of skilled laborers and beneficiate around 100 tons of brass daily. 
Aluminum, bronze and iron products are also produced in Aligarh. The city also 
manufacture automobile part, processes organic products such as butter, raw cotton 
and have flour mills and fruit ripening plants for preservation of fruits, vegetables and 
dry fruits. Supply of the products attends markets of other countries also. Apart from 
this the city has small industries that produce glass, plastic, iron toy products, 
handcuffs, belts and badges for school and government purposes. Just at 12 km of 
distance from the city, there lies a popular Satha Sugar Factory at Kasimpur route 
where one cement factory is also present. 
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To meet the demands of people inspired by a globalizing world, Aligarh has shopping 
malls that offer international clothing and sports brands like Great Shopping Mall at 
Ramghat road and many others are in construction. Increasing demands of multilevel 
building and apartments is also observed and to compensate them, many construction 
developers are working currently. Uttar Pradesh state Industrial Development 
Corporation divided Industrial in Aligarh in three major divisions as Industrial Estate, 
Pala Road and Taala Nagri Ahlampur. Dakshinanchal Vidut Vitran Nigam Ltd 
provides power supply to Taala Nagri. Kasimpur Power House also named as 
Harduaganj thermal power station and Narora Atomic Power Station are two power 
suppliers of the city located 15km and 50 km away from main city respectively. 
Despite this, 10 hours of power cut is normal in the city. Economically Aligarh 
primarily depends on agriculture as it is surrounded by Ganga and Yamuna in west 
and east direction respectively. (https://en.mwikipedia.org/wiki/Aligarh,_Uttar_ 
Pradesh,30.12.2010) 
The city collects rainfall amounting to 708 mm gransted by its sub-tropical climate in 
46 rainy days and it is exhausted by the tributaries of Ganga and Yamuna rivers 
identified as Karwan, Sirsa, Sengar, Rind, Isan Neem and Kali Nadi. The basins of 
both rivers are divided by NNE-SSE water (ibid.). 
 Meteorologically the city have dry and hot climate. The low temperature is 
intensively observed in month of December to January where it ranges from 15 to 12 
degree Celsius whereas hot temp is effective in months of May and June where range 
is found to be 32 to 38 degree Celsius.  
Aligarh Produces export quality locks and it has always been an important business 
place in the State. John & Co started their work in 1870 and initiated manual 
production of locks in 1890 which famed the city for its lock production. Being a 
commercial center and having railroad facility, the city plays important role in 
agricultural region and other manufacturing industries such as glass, raw cotton 
industries and flour mills. 
This plain has fertile alluvial soil which favors cultivation of crops like wheat, 
sugarcane, cotton, corn, barley, potato, guava and millet. 85% of total area of the city 
is effectively under cultivation of which 79% gets water for irrigation either from 
upper Ganga and lower Ganga canal system or by ground water tube wells. Export, 
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supply and manufacturing of various raw material industries like bronze, brass, iron 
and aluminum is an important occupation of the people living in the city. 
Sir Syed Ahmed Khan, founder of Aligarh Muslim University, propounded his 
thoughts in 1875 and founded Muhammadan Anglo Oriental College which later 
came to be known as Aligarh Muslim University in 1920 followed  the pattern of 
Oxford and Cambridge universities. (https://en.wikipedia.org/wiki/Syed_Ahmad_ 
Khan, 23.4.201). 
An Internationally reputed and well known university fills the demand of higher 
education of people living not only in the city but the aspirants living in other corners 
of world also such as West Asia and South East Asia. It offers 250 courses in various 
educational fields. The University attracts students from all over the world and being 
a central university it has norms that totally disfavor the discrimination of students on 
any basis. The university also accounts reservation for students of SAARC and 
commonwealth countries. Aligarh also accommodates another university founded by 
a well-known philanthropist, social worker and journalist - Pawan Jain named as 
Mangalaytan University. 
Historically, Aligarh Fort and Sir Syed Masjid in university campus are the two 
important attraction of the City. Few tombs of Muslim saints and a ruined fort (Dor 
Fortess) built in 1524 are also landmarks of the city. 
Various profession in the city like namkeen (salty), sweet production and stitching of 
Sherwani are very famous all over the country. The city holds a national heritage 
particularly known as numaish, held at exhibition ground in early months of each year 
which produces a good asset for seasonal small market sellers and other small scale 
workers. 
Aligarh has two power stations, Harduaganj power station and Narora Power station, 
that supply the power to city and other parts of the city nearer to it. In spite of this the 
city has frequent and long power cuts and sometimes creates chaos in the city. 
Summers are days of problem for city‟s power problem. To compensate the problem 
of power cut, people of the city use direct sources such as generators and invertors. 
To remove inequality in attending social well-being, the concerned organization and 
people need to work on „Social Planning‟ by selecting various groups of people on the 
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basis of age, gender, castes, class etc. which should be addressed in the planning. It is 
a view that well-being of people in commercial society can‟t be acquired mutually. 
Social planning views people in liberal framework and social geography investigates 
the quality of life and quality of habitat to achieve social well-being in real 
circumstances. Important factor of social well-being is people‟s satisfaction in their 
lives as explained by Knox and Cottam in 1981. People‟s personal assessment of their 
lives lies far from to their objective living conditions which have increasing evidences 
Accrording to Maum (1983), people don‟t estimate quality of facilities they need 
because it is regulated and controlled by the richness of people and variety of products 
offered by markets. Even the people crave for those goods which are rarely available 
and popular instead of their required needs. This forms a subjective well-being 
criteria. Quality of life simply works on the social framework and balanced capacity 
of people.  
Aligarh city is a practical and viable example for understanding social structure for 
independent society having wealthy and peaceful lifestyle. Middle class is mainly 
supported by university jobs and economic structure of the city has given middle class 
a way to express its talent and ability to promote and nourish the society. Heinz-
tomato ketchup is also manufactured in Manzurgarhi area of the City and a popular 
Satha Sugar factory is located on Aligarh outline area of Kasimpur where a cement 
factory is also located. 
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MAP OF UTTAR PRADESH  
 
MAP OF ALIGARH CITY 
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Socio and Economic Profile 
Population 
The total population of the district is 3,673,889 of which 66.87 per cent are rural and 
the rest are urban. 
 
Table 2(a): Rural /Urban and Sex Wise Distribution of Population in Aligarh 
District (2011) 
 Male Percent Female Percent Total Percent 
Rural 
Population 
1,308,923 53.27 1,147,775 46.72 2,456,698 66.87 
Urban 
Population 
643,073 52.83 574118 47.17 1,217,191 33.13 
Total 1,951,996 53.13 1,721,893 46.86 3,673,889 100 
Source: Census of India 2011 
Sex Wise distribution of the population reveals that about 53 percent comprises of male 
population and 47 percent are females. Almost the same picture emerges in the urban and 
rural areas. 
Table 2(b): Religion Wise Distribution of population in Aligarh District 
 
Religion Rural % to 
total 
Rural 
Urban % to 
total 
Urban 
Total Percentage 
Hindu 1644781 90.86 435433 68.11 20802214 84.92 
Muslims 161008 8.89 196800 30.78 357808 14.61 
Christian 430 0.02 1750 0.27 2180 0.09 
Sikhs 1358 0.07 2461 0.28 3819 0.16 
Budh 1925 0.10 448 0.07 2373 0.10 
Jain 634 0.05 2403 0.37 3037 0.12 
Others 158 0.01 8 0.02 166 - 
Total 1,810,294  6,39,303  2,449,597  
Percent 73.90 100.00 26.10 100.00 100.00 100.00 
Source: Census of India. 2001 
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A perusal of Table 2.2 shows that 90.86 per cent of the total rural population is 
Hindus and 8.89 percent are Muslims. While rest comprises of Christians, Sikhs, 
Budh, Jain etc. On the other hand 68.11 percent of the total urban population is Hindu 
and 30.78 percent Muslim. Likewise, rest comprises other religions. 
Table 2(c): Rural/Urban Literacy Rate in Aligarh District (2011) 
Description Rural Urban 
Literates 1,382,995 709,572 
Male literates 876,316 407,064 
Female literates 506,679 302,508 
Average Literacy 67.34% 67.85% 
Male literacy 80.11% 73.73% 
Female literacy 52.80% 61.27% 
Source: Census of India 2011  
A perusal of Table 2. (c) reveals that in Aligarh district male literacy is 77.97 per cent 
and female literacy is 55.68 per cent. In rural areas 67.34 percent are literates while in 
urban areas the literacy percentage is higher 67.85 per cent. 
Personal Profile of Women Respondents in Aligarh City 
The quality of life of a society is the function of social structure and the 
sustainability potential of the people. A spatial view of the structural components 
of the Aligarh city will help in analyzing the real social structure of the city. The 
social structure of Aligarh city still carries the mark of pre- independence social 
hierarchy. Jobs in Aligarh Muslim University  and post-liberalization global 
economic restructuring has given rise to the consumeretic middle class which 
largely inhabits the civil lines area whereas, old parts of the city still have old trends. 
The objectives of this chapter is to consider the literacy rate, male and female 
literacy rates, the employment status, occupational structure, economic viability in 
terms of average income and per capita income month wise at ward level in the 
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city. These assessments at ward level will help in getting an account of the micro 
level social structure of Aligarh city. 
In order to go further through this study the socio-economic survey of different 
localities and different social groups is quite essential. As such a detailed statistical 
socio-economic survey has been adopted in order to clear scan of a social 
communities, different localities of whole Aligarh city have been conducted. 
Following nomenclature of different electoral wards has been randomly selected. 
These localities are Jamalpur, Jeevangarh, Nai Basti, Baniyapara, Babrimandi and 
Kailash Gali. 
In this study the socio-economic survey has been conducted on the following 
particular: 
a) Age wise distribution of women respondents 
b) Social groups in joint families 
c) Social group according to marital status 
d) Literacy based survey 
e) Survey according to religious groups 
f) Socio-economic survey according to caste 
g) Survey as per occupation 
h) Survey of monthly household income 
i) According to family size 
j) Ownership of residence 
 
1. Age of the Respondent 
According to Table 2.1, the age of women respondents varies from  15 to more 
than 45 years of the total women respondent sampled, 51 percent were from age 
group 15 to 30 years, 37 percent were from the age group of 36 to 45 years and 12 
percent of were from the age group of more than 46 years. Majority of women 
belong to active age i.e. 15-30, in all sense this is the age when women are 
physically and sexually fit. 
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Table 2.1 Age-wise Distribution of Women Respondents 
Age Numbers Percentage 
15-30 153 51 
31-45 111 37 
46-above 36 12 
Total 300 100 
Source: Field survey 2012-2013 
 
 
Fig. 2.1 Age-wise Distribution of Women Respondents 
 
 
 
 
2.  Type of Family 
A look at the data in Table 2.2 reveals that 72 percent were from nuclear families and 
28 percent from joint families. It indicates that with the declining socio-economic 
status there is greater tendency of disintegration of joint family system in urban area. 
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Table 2.2 Types of Family of Respondents 
 
Family System Number Percentage 
Nuclear 216 72 
Joint  84 28 
Total 300 100 
Source: Field survey 2012-2013 
Fig. 2.2 Types of Family of Respondents 
 
 
3. Marital Status 
 Perusal of Table 2.3 shows that 93 percent of the women respondents were married. 3 
percent were divorced and 4 percent women respondents were widows. 
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Table 2.3 Marital Status of the Respondent 
 
Marital status Number Percentage 
Married 279 93 
Divorced 9 3 
Widowed 12 4 
Total 300 100 
Source: Field survey 2012-2013 
Fig. 2.3 Marital Status of the Respondents 
 
 
4. Educational Status 
The basic purpose of education is to train, upgrade and diversify the human cognitive 
ability. At social level education helps in acquiring competence and leverage in the 
generation of human resources. Literacy means, the ability of a person to read and 
write, and understand at least one functional language. There exists a strong 
relationship between literacy and social development.   
Education is one of the important factors which accelerate development. It acts as 
catalyst for social upliftment enhancing the returns on investments for almost all 
aspects of developmental efforts, be it population control, health and hygiene, women 
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empowerment or poverty reduction. Table  2.4 reveals that 35 percent of women were 
illiterate and 17 percent studied up to primary education level, 18 percent studied up 
to high school, 10 percent studied up to intermediate, 11 percent up to graduation 
level, 6 percent  studied up to post graduation and only 3 percent  informally 
educated. This last particular of percentage includes the group of technical and 
vocational education. 
Table 2.4 Distribution of the Respondents Regarding Literacy 
Literacy Number Percentage 
Illiterate 105 35 
Primary Education 51 17 
High School 54 18 
Intermediate 30 10 
Graduation 33 11 
Post-Graduation 18 6 
Others 9 3 
Total 300 100 
Source: Field survey 2012-2013 
 
Fig. 2.4 Distribution of the Respondents Regarding Literacy 
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5. Religion of the Respondents 
The Table 2.5 reveals clearly that in the survey majority of respondents belong to 
Muslim community which is 48 percent. The second largest group was of Hindu 
community of 45 percent and 7 percent women belonging to Sikh community. None 
of the respondents belonged to Christian or any other religious group.  
Table 2.5 Religion wise Distribution of the Respondents 
Religion Number Percentage 
Hindu 135 45 
Muslims 144 48 
Christians 0 0 
Sikh 21 7 
Others 0 0 
Total 300 100 
Source: Field survey 2012-2013 
Fig. 2.5 Religion wise Distribution of the Respondents 
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6. Caste- Wise Distribution  
As shown in Table 2.6 the maximum number of  respondents belong to OBC category 
followed by upper caste and SC categories that is 68 percent, 22 percent and 10 percent 
respectively. None of the women respondents belongs to ST. Muslims are the major 
respondent group of this study ( Sunnis and Shias). Majority of the Muslim respondents 
are from OBC category with very small number of them belonging to upper caste like 
Sheikh, Pathan, Chaudhry etc. and under the OBC category among the Muslim the castes 
include Sakka, Alvi, Teli, Rangrez, Abbasi, Sabzifrosh, Saifi/Faqeer, Dhobi, Nai etc. 
Table 2.6 Caste wise Distribution of the Respondents 
 
Castes Number Percentage 
SC 30 10 
ST 0 0 
OBC 204 68 
Upper caste 66 22 
Total 300 100 
Source: Field survey 2012-2013 
Fig. 2.6 Caste Wise Distribution of the Respondent 
 
 
Among the Hindus, sample of the study is represented by the Thakur (upper caste) but 
the majority of the respondents are from OBC caste, the same as in the case of  
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Muslim  respondents, mainly dominated by Lodha, (Backward caste). Harijans which 
belong to Schedule Caste mostly live in Kailash gali in City side. 
7. Occupation 
The share of occupational status of the women respondents is represented by Table 
2.7. It has been found that 62 percent of the surveyed women are house wives, 27 
percent are self-employed, 4 percent and 7 percent are in Government and private job 
respectively. 
Table 2.7 Occupation of the Respondents 
Occupations Number Percentage 
Self employed 81 27 
Government 12 4 
Private job 21 7 
Housewife 186 62 
Total 300 100 
Source: Field survey 2012-2013 
Fig.  2.7 Occupation of the Respondents 
 
 
Women in Aligarh are involved in many different activities for their sustenance; 
majority of them are housewives whose husbands are the breadwinner of the family, 
second occupational status of the women in Aligarh are self- employed. Self-
employed here signifies women who have opened some make-shift or small basic 
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shops and selling some items from their home, few of them are engaged in home 
based industry (In Aligarh locks and metal hardware industry which is famous and 
old) these women are  living in old developed slums. Their earning is approximately 
rupee one for making a hole in 1000 small pieces of metal used in the locks, so in a 
day the whole family could earn Rs.25 approximately  
Aligarh is also known for its appliqué or patch-work (a kind of work in cloth-cutting 
designing and stitching of cloth upon piece of cloth), many of the self-employed 
category women are involved in appliqué or patch-work, they do it on the order given 
by the contractors and earning just Rs. 10-20 in preparing one kurta or pajama. 
8. Income  
Table 2.8 Monthly Household Income 
 
Income Number Percentage 
2000-6000 96 32 
6001-10000 168 56 
10000-above 36 12 
Total 300 100 
Source: Field survey 2012-2013 
 
Fig. 2.8 Monthly Household Income 
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The above Table 2.8 shows the monthly household income status of the family. It has 
been found that 56 percent of the respondents‟ average income comes under the 
category of Rs 6001-10000. Further 32 percent respondents‟ income comes under the 
Rs 2000-6000 and 12 percent is Rs 10001 and above. The average income of the 
family shows that majority of them belong to the poor category. 
9. Family Size 
Table 2.9 Family Size of the Respondents 
Family Size Number Percentage 
2-4s 36 12 
5-8 195 65 
9-above 69 23 
Total 300 100 
Source: Field survey 2012-2013 
 
Fig.  2.9 Family Size of the Respondents 
 
 
It is revealed from  Table 2.9 that in Aligarh 23 percent  of  respondents belonged to 
large sized family i.e. 9 and above, 65 percent of the respondents belonged to medium 
sized family (5-8), only 12 percent of the respondents belonged to small sized family 
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(2-4).. Thus, it is evident from this table that the percentage of medium family size of 
Aligarh is greater as compared to large and small size family. 
10. Ownership 
Table 2.10 Ownership of the House 
 
House Number Percentage 
Own house 189 63 
Rented 111 37 
Total 300 100 
Source: Field survey 2012-2013 
Table 2.10 Ownership of the House 
 
Table 2.10 shows the ownership of the house of the women respondents. It is evident 
from the survey that maximum 63 percent of women respondents have their own 
houses, followed by 37 percent living in rented houses. Under the own category, 
kucha, semipucca and pucca. It is found from the survey that maximum 37 percent of 
women respondent live in Semi Pucca houses which are rented. 
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Chapter-3 
GENDER EQUALITY AND EMPOWERMENT 
In this age of „Millennium Declaration‟ society has been emphasizing upon the 
„equality and empowering of women‟ and these are the soul objects of social 
movements and these are now called the „Development Goals‟ (Kabeer, 2003). These 
goals have three ways to get them i.e., degree of gender equality in education, 
employment and political participation of women. 
It is well established fact that „equality of citizens before justice‟ is the base of 
democracy (Floro, 2004) The world society is afraid that during last millennium these 
fundamental rights were not for women or say women were deprived of these 
necessities. In September 2008 the citizens of developing countries first thought about 
it and the society felt responsible itself for this great injustice to women.. Therefore, 
too late „Paris declaration on Aid effectiveness‟(PDAE) came into movement and 
development institution adopted „Acre Agenda for Action‟ (AAA) and accelerated 
and deepened the implementation of PDAE. The AAA outlined a directive 
constitution for the women and designed programmes for internationals commitments 
on gender equality, human rights, disability and environmental sustainability 
(Hannan, 2007). 
„Gender‟ has been a term of dispute since very long. The whole world society 
emphasizes on gender equality but in some or other stage, it has several confusions 
and exceptions. Disparities are here between genders on each and every social aspect 
like economic, political, commercial and civil. (Kapur, 1974) The development of 
women is a challenge for human society. Historical structure developed weaknesses 
for women. Poverty has always been for women not for men. Worse basic conditions 
and low living standard are here especially for women. It is necessary to mention here 
that in developed countries women are not so much deprived but in developing and 
non-developed countries women have always been crushed (Moser,1989, Sen,1999). 
Efforts should be done for empowering women and to accord them with gender 
equality. It would certainly be a significant achievement not only for women but men 
also. Let us recall the “Beijing Platform of 1995 “the Millennium Declarations in 
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2000” the paths to accord economic social and political equality to both genders 
(Kabeer, 2005). 
Human Right Movement is well known to all and according to its constitution gender 
equality is the demand of time. Of course a sexual difference is there between two 
genders but so must not be in social, political and economic system. Gender 
difference has done worse and gender equality shall surely do well for the society 
(Kapur, 1974). 
In the „United Nations Charter1945‟ and UN Declaration of Human Rights in 1948‟ 
development planners ignored women in development process. “First UN Conference 
of women and development‟ was held at Mexico City. This conference recognized the 
value of integration of genders and also recognized equality, development and peace 
for women. In Beijing Conference 1995 Social survey reported gender inequality and 
submitted a discouraging report about women (Aruna, Kelleher, 2006). Economic 
survey-1999 also reported the unsatisfactory condition of women in society and 
recommended for gender equality. It is also mentionable that only 30 percent of 
development programmes for women are adopted and completed (Lather, Jain, Vikas, 
2000). According to Menon and Prabhu (2001) “ there is strong plea for investing in 
women equality on the ground that this made economic sense and spoke of the social 
rate of return on investment in women”. According to Paten (2002) women‟s 
development can be achieved by the improvement of their status and according to the 
economic power. 
Sushma Sahay (1998) argues that approaches and strategies for women empowerment 
could not be possible by checking out the programmes for the empowerment of 
women. Multinational programmes and process should be adopted to enable women 
to identify their powers and concerns of their life in the society. 
The term „Gender‟ “can be explained as a set of characteristics roles, and tendencies, 
patterns and cultural relations between the members of one gender or of 
both”(whiting, Edwards,1988). In this definition the characteristics of gender have 
been signified and validated. Hirut (2004) was meant to define the roles, behaviours, 
characteristics, powers and relations between the members of one gender or of both.  
The cultural groups have been the common aspects between two genders. Kabira and 
Masinjira (1997) had located the action, locus, power and sexual division of labour. 
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This effort also categorized the points of empowerment i.e. productive, reproductive 
and community activities. Reproductive activities of course belonged to women but 
they must be cared, nursed supported and maintained by the men. There are so many 
errands for women like collecting fire wood, fetching water; cooking, caring for 
children are the responsibilities, which have been earmarked for women where as 
productive powers and desire have already been dominated by men. 
Gender inequality damaged the physical and mental health of millions of girls and 
women across the world (Sen, 2007). What is more the inequality between men and 
boys has also been there. Boys have been deprived of health, normal mental 
condition, IQ, fundamental benefits. Gender relations of power constituted the 
fundamental causes of gender inequality and normal health. Women have also been 
deprived of human rights, health, and suitable life. In our daily life we come across 
the differences between men and women. These differences are economic, social 
political and commercial. This was result of the phenomenon that women are only for 
households. 
Gender equality is a human right, but our world faces a persistent gap in access to 
opportunities and decision-making power for women and men. Globally, women have 
fewer opportunities for economic participation than men, less access to basic and 
higher education, greater health and safety risks, and less political 
representation. Guaranteeing the rights of women and giving them opportunities to 
reach their full potential is critical not only for attaining gender equality, but also for 
meeting a wide range of international development goals. Empowered women and 
girls contribute to the health and productivity of their families, communities, and 
countries, creating a ripple effect that benefits everyone (Srivastava, 2009). 
The word gender describes the socially-constructed roles and responsibilities that 
societies consider appropriate for men and women. Gender equality means that men 
and women have equal power and equal opportunities for financial independence, 
education, and personal development (WHO, 2009). Women's empowerment is a 
critical aspect of achieving gender equality. It includes increasing a woman's sense of 
self-worth, her decision-making power, her access to opportunities and resources, her 
power and control over her own life inside and outside the home, and her ability to 
effect change. Yet gender issues are not focused on women alone, but on the 
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relationship between men and women in society. The actions and attitudes of men and 
boys play an essential role in achieving gender equality. 
Health Variations Among Genders 
There has been variety of different features in different societies. These variations are 
on property, care survival, education, occupation, self-respect, sexuality and security 
(Moss, 2002). Women face their own problems as they face the opposite gender. 
Sometimes they are deprived of several amenities‟ being women and otherwise they 
have to be exploited by opposite gender. Men have limited the rights and duties of 
women and kept each and every beneficial right for themselves. Self-respect has not 
been for women but this has been only for men. Capacity of survival has also being 
kept by men. Women have been left upon care of God and Nature. Reproduction has 
been the only and gifted duty to women and that was granted and enforced by men. 
Women have been the article and object of use in the society being used by men. 
Women have no economic class, caste life cycle and the particularity of their own but 
they have been the personal agency and the tool for men. Their life cycle has ever 
green defined by men. Their rights are accorded by men or say minimized time to 
time(ibid.). Each and every facility to women has been gifted and women were not to 
think whether it is right or not. Societies in all parts of the world have been trying to 
empower the women but the norms laid down in this accord are either difficult, or 
non-practical or also considered, in other word they are somehow not accepted by 
women.  Attempts from women have not been anywhere.  
Feminization of work forces has gone hand in hand with idiosyncrasies‟ like of hill 
persons women were the carriers of luggage and burden. They have been the workers 
and servants of men. Gender violence has ever been here for women, even girls have 
been badly treated by men (Dasgupta 2002). Wives had been beaten and tortured by 
men. Facilities of good education and a good standard of living are only for boys but 
not for girls and women. Human rights have also for men but not for women. 
The impact of gender power for physical and mental health – of girls, women and 
transgender /intersex people, and also of boys and men – can be profound (WHO, 
2001). Furthermore, the extent to which the needs of young populations as well as 
older populations have to be met through the unpaid „care‟ work of women is 
exacerbated by crumbling health services and vanishing paid health staff. Women 
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become the shock-absorbers in the system, expected to act as such in both normal 
economic and health times, and during the bumps caused by health crises and 
emergencies. Together, gender systems, structural processes and their interplay 
constitute the gendered structural determinants of health. The interplay between 
gender systems and structural processes such as rising literacy and education, 
demographic transitions in birth and death rates and in family structures, globalization 
(including its effects on labour forces, policy space, health systems, and violence), 
and the strengthening of human rights discourse, work to weaken or strengthen gender 
hierarchies and their effects on people‟s health (Ahmed, Adams, Chowdhury, 
Bhuiya,2000). 
In some instances, however, these changes also set off backlashes as those who wield 
gender power in families, communities and religious structures attempt to control and 
discipline (especially) young women. Trying to hold on to power has led to attempts 
to roll back internationally agreed norms on gender equality and sexual and 
reproductive health and rights in particular. Such attempts have had serious 
implications for the health and human rights of women and men and of young people. 
Three implications of globalisation are of particular significance for our focus on 
gender relations. The first is how it has transformed the composition of workforces, 
and the implications for women‟s health. Second is feminisation of work-forces has 
gone hand in hand with increased casualisation, and continuing unequal burdens for 
unpaid work in the household, with serious implications for women‟s health, both 
their occupational health and the consequences of narrowing of national policy space 
that has resulted in reducing funds for health and education with negative impacts on 
girls‟ and women‟s access. A third aspect of globalisation of importance for health is 
the rise in violence linked to the changing political economy of nation states in the 
international order. Importantly, gendered violence does not only affect girls and 
women but includes violence against boys and men, as well as transgender and 
intersex persons and all those who do not meet heterosexual norms. Some of the 
negative consequences of globalization contrast has been expended during recent 
decades of the normative framework of human rights. This expansion has become 
important in altering values, beliefs and knowledge about gender systems and their 
implications for health and human rights (Dennis,1993, Stewart,1994).  
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In almost all societies men have been the dominant in the society, women have been 
the workers and servant. They are second class members of the society where as men 
have been first class citizens. This is usually reinforced through the following 
structure: 
Economic 
Men have always been treated as bread winners and the women have been bread 
breaker. Children belong to the pride of men but the women have been care-taker for 
children. Of course in almost all societies inheritance was only for sons and not for 
daughters. Immovable property has ever been for sons and not for daughters. Women 
are often discriminated against (Desai and Krishan, 1987). 
Cultural and Social  
Culture is said to be the ornament of society but real culture has always been for men, 
girl and women have been only for singing and dancing. Small girls were to cry but 
men have been to enjoy and to maintain the culture and to enjoy leading the culture. . 
The social role men play is linked to power and control and many people in our 
communities see it as part of the social order (ibid). 
Political  
Until 1970‟s women had no particular or perfect ground. Of course it is said that 
women are entitled to caste vote or to form the government but in almost all societies 
especially in eastern societies women voted only upon the desired of men. They could 
go to cast vote upon the agreement of men/husbands/fathers/uncles. Even that they 
had to vote for a person when the father/husband/uncles/elder brother had supported. 
During the revolution and struggles for freedom, women performed visible roles but 
their roles have not been recognized by the men. Women here were deprived of 
gender inequality in several societies, Women were not allowed to cast vote or to 
form government especially in eastern countries, colonial and aparthered governments 
in addition to oppressing women because of their race has been the tendency of the 
society. They could not go forward in politics without permission of their 
fathers/husbands/sons (Nirmala, 1989). 
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Administrative Steps Towards Gender equality 
Democracy is the slogan of present age. No country may be termed as non-democratic 
each and every states is posing itself as democratic states and it is not questioned, 
whether they are really democratic or  not. 
In democratic countries fundamental rights are guaranteed and protected by the 
judiciary. Constitution authorized the people to have rights and they thought about 
women that they should also enjoy fundamental rights and their rights be guaranteed 
and protected by the judiciary like has been done to men. 
Government is working to ensure the equal social structure, economic facilities, 
human rights and gender equality for women that the men have been enjoying for 
thousands of years. Government is also working to ensure that gender issues are 
mainstreamed in all its programmes and structures, and has created a gender 
machinery to monitor and advise government. This consists of the Offices on the 
Status of Women in the Presidency, Premiers and Mayoral offices, the Commission 
for Gender Equality, gender desks in departments and gender committees in 
Parliament and Legislatures (Kabeer, 1999). 
Women are Empowered 
Society has recognized now that women are a mainstream gender. Their status must 
be improved. They must be given equal opportunities of employments and proper 
reservation in political structure like the fact that some continuances and proper 
number of them be reserved only for women candidate and also fixed proportion of 
women members be in legislative and parliament (Nirmala, 1989). 
Women’s Abuse is No More 
It is open fact that women have been tortured by the society every time, sexually, 
financially, emotionally, physically and mentally. Society has recognized that it is non 
human. Women must be protected and evil doers to them of abuse acts be punished. 
Legislatures have passed out laws to empower the women and the courts have also 
been authorized to provide legal protection to tortured women. In the system of justice 
women have been given power and preference. On one hand they have been given 
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justice designation/post like magistrate, judges, public prosecutor and consultants and 
on the other hand mostly they are unknown about their rights (Kabeer, 1999). 
Gender Relations are Reformed 
Government has done a lot in order to empower the women. Panel punishments are 
there, legal securities, maintenance and compensation is also there but fact is that 
government itself and alone cannot do it completely and government cannot regulate 
the deprived or unequal condition of women. Each and every men individual in 
society should have to come forward in order to ensure human rights, social and 
economic equality and self-respect to women. It is natural to understand that without 
the gender equality even men cannot enjoy the full benefit of women cooperation, in 
his family, institution, public life and in his own social surroundings. That is why 
women continue to mobilise and join hands with men to ensure transformation of 
gender relations in all aspects of our society - in the family, religious institutions, 
culture, the media, etc(Butalia, 2001).  
Women Empowerment Programmes  
The holistic Goals and Objectives of total women empowerment: 
1. Advancement and development of women in every walk of life. 
2. Creating an environment through positive economic and social policies for 
development of women and realization of their full potential. 
3. The enjoyment of all human rights and fundamental freedom by women on 
equal basis with men in all spheres of life that is political, economic, social, 
cultural and civil. 
4. Equal access to participation and decision making of women in social, 
political and economic life of the nation and the world. 
5. Equal access to women to health care, quality education at all levels, career 
and vocational guidance, employment, equal remuneration, occupational 
health and safety, social security and public office etc. 
6. Strengthening legal systems aimed at elimination of all forms of 
discrimination against women. 
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7. Changing discriminatory societal attitudes and community practices by active 
participation and involvement of both men and women. 
8. Mainstreaming a gender perspective in the development process. 
9. Elimination of discrimination and all forms of violence against women and the 
girl child; and 
10. Building and strengthening partnerships with civil society, particularly 
women's organizations (http://ezinearticles.com/?Women-Empowerment-
Programmes&id=1608024, 12.6.2013). 
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Chapter-4 
STATUS OF WOMEN 
“Empowering women is a prerequisite for creating a good nation, when 
women are empowered, society with stability is assured. Empowerment of 
women is essential as their thoughts and their value systems lead to the 
development of a good family, good society and ultimately a good nation.”  
                                                    ---former President of India Dr. A.P.J. Abdul Kalam 
In today‘s world, it is widely accepted that good health is not just a result of lifestyle. 
It is now understood and accepted that it may also be affected by political, social, and 
economic circumstances. These elements are collectively known as the determinants 
of health. The present appreciation of women‘s health has reached above singular, 
individual or biomedical point of view to incorporate miscellaneous aspects such as 
the community, family, population, psychosocial, and cultural understandings etc. 
Social elements of health include factors such as education, employment, income, 
workplace environment, general environment, health related services, and social 
support (Wuest et.al., 2002). 
The Universal Declaration of Human Rights Article 25 (UN General Assembly, 1948) 
states that, ―Everyone has the right to a standard of living adequate for the health and 
well-being of him/herself and his/her family, including food, clothing, housing and 
medical care and necessary social service”. 
―Everyone has the right to education‖ (UN General Assembly, 1948). According to 
the World Health Organization (1948) ―Health is a state of complete physical, mental, 
and social well-being and not merely the absence of disease or infirmity‖. 
 ―Good health requires provision of health care for prevention and treatment of 
disease and injury, good nutrition and a safe environment. The health of populations 
has many links with other sectors, such as economic, education, water and sanitation 
and gender‖ (Shukla, J., 2011).  
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There is an exponential rise in the number of urban population. This is mainly due to 
two main reasons: firstly, migration from non-urban to urban areas and secondly, 
urbanization of small cities. According to some estimates, the urban population in 
Asian and African continents will double within a span of thirty years (Earthscan, 
2005).  
India with its 1.25 billion populations, is witnessing urbanization at a very fast rate. 
This is in tune with other regions in the Asian continent. It is noteworthy that India‘s 
urban population is increasing at faster rate. It is estimated that roughly 600 million 
people (41 per cent) will be urbanized as opposed to today‘s level of 286 million (28 
per cent). There is a good correlation between urbanization and economic 
development. Over fifty-five per cent of India‘s GDP (gross domestic product) is 
produced by urban areas (mainly big cities). Therefore, urbanisation is recognised as 
an important factor of economic development (UNDP, 2009). 
Urban Poverty  
National Planning Commission of India has estimated that roughly 26 per cent of 
India‘s urban population is below poverty line (Planning Commission, 2007). 
Employing the agenda of human development framework, Urban Poverty Report of 
India offers valuable understandings of various issues of urban poverty, for example 
lack of services to poor members of urban population, migration, urban economy and 
occupations, micro-finance for the poor, access to education and health, and the 
unorganized sector (Urban Poverty in India, 2007). 
Interestingly, the phenomenon of urbanization of poverty is observed in some big 
states whereas; the ratio of poverty in urban areas is higher as compared to smaller 
states. Urban poverty comprises of challenges of clean water, sanitation, housing, 
social security, access to good health services and proper education. In the gamut of 
poverty in urban areas, focus should shift towards the   necessities of susceptible 
sections, as children, women, and old people. People from marginal sections of 
society stay in congested slums, frequently polluted, and live in dearth of basic 
amenities of life for example pure drinking water, hygiene and healthcare services. 
People who live in slums are mostly involved in unorganized sectors (for instance 
doing home-based work like embroidery, making beedis i.e, home-made cigarettes 
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etc.). They suffer persistent danger of expulsion, dislodgment, repossession of goods 
and minimum or no social security (India: Urban Poverty Report, 2009). 
Apart from these problems, people from marginal sections (typically inhabitants of 
slums) also confront the perpetual menace of ‗forced eviction’. A forced eviction 
refers to ―the involuntary removal of persons from their homes or land, directly or 
indirectly attributable to the state,” with state provide relocation facility or even 
without any such assistance (Fact Sheet No.25, 1996). Forced evictions are 
widespread phenomenon in India and have been also documented in several other 
nations such as Kenya, Bangladesh, and Thailand.  
One example from Mumbai exhibits the problems of slum dwellers in India. 
Inhabitants of Ambedkar Nagar slum area in Mumbai, suffered eviction more than 
forty five times in a period of ten years. These forced expulsions involve the 
demolition of their houses, which were already in much tormented condition. 
Moreover, the resettlement, provided only in the limited cases, deprives necessary 
infrastructure such as drinking water and hygiene (Ompad et al., 2008). 
Women’s Health in India 
Health indicators based on gender have exhibited great progress over time. However, 
these improvements are very much lower than required. When we compare health 
indicators based on gender, we are far behind from European countries. For instance, 
considering cause specific mortality rate, maternal mortality rate in India is 16.6 
times, TB among the HIV positive population is roughly three (2.8) times. In addition, 
age-standardized mortality rate from non-communicable diseases is 1.2 times higher 
than the comparable rates in European countries. Maternal mortality means deaths due 
to pregnancy related complications. Only the prevalence of cancer in India is 
considerably lower as compared to the European Union (WHO, 2009). 
Indian Urban Women’s Morbidity 
In India, women‘s status, in society, is connoted with their health status. Our society 
is largely patriarchal and there is a bias against daughters and favour for sons. This 
bias most often give rise to the bad treatment of women. Moreover, women in India 
have low level of educational qualification resulting in low level of workforce 
participation. The live their life under control of other significant male members of 
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the family. They always have to follow either their father or husband or son (Velkoff 
& Adlakha, 1998). For understanding the status of health condition of women in India 
it is worth looking at the selected diseases from which women mostly suffer, and then 
relating its extent with their rural fellows both men and women. 
Diabetes, Asthma & Goiter 
The statistics of diabetes, asthma and goiter, for urban women, is worse as compared 
to their rural fellows. In addition, women diagnosed with goiter are more in number as 
compared to men, both in rural and urban areas by about 1.93 and 3.62 times, 
respectively (Sengupta & Jena, 2009). Moreover, women from urban areas suffer 
more from asthma than the males do (ibid.). 
Cancer 
Though the incidence of cancer is still low in India compared to that of developed 
countries, incidence of breast and cervical cancer is becoming increasingly 
significant. In India, prevalence of cancer is relatively low compared to developing 
countries. Nevertheless, Breast cancer and cervical cancer are two big challenges for 
Indians, reported to have shown an increasing trend. According to a survey conducted 
by NSS (National Sample Survey, 2004) 0.33 percent, women in urban areas and 0.39 
percent women in rural areas are admitted to hospital because of cancer.Recently, 
according a study conducted by world Health Organization (WHO) 132,082 women 
are diagnosed with cervical cancer, out of which 74,118 die every year. Actually 
cervical cancer is most common and prevalent form of cancer among Indian women 
(WHO, 2009).  
HIV/AIDS 
According to Pramanik, Chartier & Koopman (2006), absence of gender-sensitive 
education is also causing new communicable diseases; for instance sexually 
transmitted diseases such as HIV/AIDS and other. The occurrence of HIV among 
adults in India was estimated to be 4.58 million (0.8%) in 2002 among which women 
comprised 25 percent of reported instances. It is worth to note that HIV/AIDS is not 
distributed evenly among different sates in India.  Six states have been declared as 
states with high prevalence rate. These states include Manipur, Karnataka, Andhra 
Pradesh, Nagaland, Maharashtra and Tamil Nadu.  
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One of the major causes of HIV/AIDS among women is the difference in power 
between men and women. Further, according to Sengupta and Jena (2009) other 
causes include ―Pressures of migration, violence against women including trafficking 
and domestic violence which in turn, subject women to HIV/AIDS infection risk‖.  
These authors have also asserted that: ―Lack of information and denial of access to 
safe practices during sex are additional reasons for the current situation (Sengupta and 
Jena, 2009 cited in Mitra, 2009). In addition, women in India have almost none 
autonomy to discuss or have control over the conditions of sexual relationship with 
their partners. This helplessness is present between both kinds of relationships marital 
and non-marital. 
Malnourishment 
Malnutrition in Indian women is very prevalent. According to the global hunger index 
(GHI) calculated by IFPRI in 2008, India ranked 66th among 88 countries (higher 
numbers indicated hunger). Further, India also scores 23.7 in hunger incidence, which 
is dangerously ‗alarming‘ (Gandhi, 2009). Women‘s nutritional levels are lower than 
men since women face discrimination right from the time of breastfeeding to their 
adulthood (Pandey, 2009; Shukla, 2011). 
Anemia 
According to estimates, 25-30% of Indian women in the reproductive age group and 
almost 50% in the third trimester are anemic. One research conducted by Shukla 
(2010) finds that girls aged 6-14 suffers from anemia and  extent of this problem is 
over 95%  in Calcutta, 73% in  New Delhi area, 67% in  Hyderabad  and about 18% 
in Madras. Shukla (2010) in this study says, ―The prevalence of anemia among 
women ages 15-24 years and 25-44 years follows similar patterns and levels”.  
Anemia makes women more susceptible to certain illnesses such as tuberculosis and 
reduces their strength. This makes them dull for daily activities such as household 
chores and childcare. In the states West Bengal, Bihar, Orissa, Arunachal Pradesh and 
Assam around 63 to 85 percent of married women deteriorate from anemia (IIPS & 
ORS Macro, 2000). 
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Each day, roughly, thousands of women succumb to death because of serious case of 
pregnancy labor almost all of these deaths are avoidable. Access to knowledge and 
methods of family planning play a critical part in diminishing maternal mortality.  
Health care services incorporate all facilities of managing the disease from diagnosis 
to analysis and treatment of ailment, or the improvement, maintenance and recovery 
of health. They incorporate individual and non-individual health care treatment 
services. Developing countries account for alarmingly larger percent of (roughly 
99%) of pregnancy related deaths in the world every year. (WHO, n.d. cited in 
Kültürsay, 2011).  
Regardless of the growth in the consumption of contraceptives for last thirty years 
substantial unfulfilled demands stay in the region. For instance, in sub-Saharan 
Africa, one in four women who wish to postpone or quit childbearing does not utilize 
any birth control strategy. According to WHO, enhancing access, scope, nature, and 
quality of health care services relies upon the fact that key resources being accessible 
to all, it also depends on the ways services are planned out and directed, and on 
motivations of healthcare service provider and client (WHO, n.d.). 
(http://www.who.int/topics/health_services/en/, 4.6.2013) 
Mainstream researchers and the general population have turned out to be 
progressively mindful of and legitimately worried about the wellbeing of women thus 
resulting in expanding interest to assess the potential health hazard components of the 
women groups. 
Being a poor country, India has made some amazing progress in enhancing financial 
and heath care towards women since independence, there is significantly more that 
remains, towards their prosperity and security. Society of India, which is male 
dominated, is obstructing the best possible advancement of the females in the nation. 
This poor situation of health status of women in India is being regularly brought to 
notice of the government. However it seems that it take many years, may be a decade 
or more, when women will be given full attention related to their healthcare and other 
concerns. 
Females, who are termed as weaker gender, are side lined and put aside by the 
society. They are living in poor, unhygienic conditions, and malnutrition. Even before 
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birth, a female baby is at a disadvantage to the end. Indeed, even before conception, a 
female child is at the burdened end. The majority of the villagers and deprived 
segment of society need just male children. Despite the fact that deciding the sex of an 
unborn infant is criminal offence, unfortunately a sex determination is still widely 
practiced in almost all parts of the nation. Numerous women are compelled to lose 
their female infants growing in the womb.  
The women in India have to give birth to too many babies. This takes an 
overwhelming toll on their general wellbeing. Indian women do not enjoy healthy life 
style due to many challenges such as domestic violence, breast cancer, and 
deprivation of proper healthcare during pregnancy, and even HIV/ AIDS. Since young 
women are overlooked, a considerable proportion of them are not given proper 
education, are forced to take care of their siblings to help their mothers in domestic 
routine. A nation where men retain more power, women have always been left behind. 
There are some factors, which have aggravated this situation, which include the 
female mortality rate, adolescent rate of fertility, gender inequality, and forced labour 
participation. Social, political, and financial elements fill in as impediment towards 
complete women‘s autonomy. Just a minor rate of females finds the opportunity to 
study, work, and settle on their own choices.  
The sons in a typical Indian family are fed better as compared to girls. Especially, 
when there are already female siblings in the family. Further, the nation already has a 
poor healthcare system at least for women.  
In India, women‘s healthcare status to a great degree remains hopeless. The state is 
taking every single important stride to benefit them as necessary steps for education 
of young female children, routine and free medicinal facilities and restorative guide 
for pregnant women and numerous such plans. Yet, a lot more should be done in this 
front, appropriate course of action should be taken before the nation can come to par 
with western countries in achieving equivalence with respect to condition of women. 
(http://www.womenempowermentinindia.com/health-status-of-women-in-india 
12.7.2013/) 
In past times, the status of women in India was substandard than men in the real-
world life. Nevertheless, they had a higher status in sacred texts. Women were 
considered nothing more than like the ideal homemaker. With their exceptional nature 
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of smoothness in their personality, they can without much of a stretch, handle even 
the hardest circumstances. Hindu women are totally dedicated to their families. They 
are given examples of goddesses: Goddess Saraswati, Goddess Durga, Parvati and 
Goddess Kali. In modern times, this condition has not changed much, only the form 
of exploitation has change.  
In India, women were always denied any right to liberty and equality, and becoming 
mothers of female child their status in family is even more deteriorated.  They were 
humiliated by male-dominated society. In addition, for a long period they were not 
allowed to go outside of their homes and study and choose employment for 
themselves. They were also presumed to only after their husbands or even to eat after 
their husband‘s leftovers. Women were forbidden to take part in external matters as 
well as domestic matters. They were under the pressure of their parents before 
marriage and their husband after marriage. However, their status varied a lot 
depending on the period, which they were living in as illustrated below. 
 Status of Women in Ancient India 
According to the references available from the works of grammarians such as 
Katyayana and Patanjali, women during ancient period in India experienced 
equivalent status and right similar to the male members of society. Further, they were 
also given suitable education in the early Vedic period. Women were also provided 
liberty to choose their spouses. This system of marriage was termed as ‗Swayamvar’. 
In addition, they were properly educated in the early Vedic period. It would not be 
exaggeration to say that women had enjoyed better position in many areas compared 
to their male counterparts (Rao, 2006, Kuppusumay, 2002).  
Status of Women in Medieval India 
The status of women in India deteriorated during the medieval period. Several evil 
practices such as female infanticide, sati and child marriage were practiced during this 
period. ‗Purdah‘ was introduced to the society. Polygamy was also common during 
this period. Women also excelled in literature, music and arts. They were also rulers 
during this period. 
Many bad rituals and practices such as female infanticide and child marriage became 
rampant. This era steered the beginning of veil (Purdah) for covering women. Women 
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were supposed to stay at the back portion of houses, called as ‗zenana‘ (equivalent to 
harem), secluded from rest of the house (mardana). Polygamy was also widespread in 
that era. However, women contributed well in literature. Some exceptional women 
also become ruler, for instance, Razia sultana who was the only woman monarch to 
rule the capital of Delhi. Nur Jahan, wife of Jahangir, also ruled for some time, 
Durgavati queen Gond, who ruled for fifteen years before she was defeated in a battle 
by Ali emperor are also worth mentioning (Ahuja,1993, Rao,2006). 
Having a legend of such inspirational women, the position of Indian women has not 
changed considerably. They are forced to marry at an early delicate age. Ritual of Sati 
Pratha was also a common practice, where women were made to jump over the 
burning bodies of their husbands during funerals. Further, in southern part of the 
country custom of 'Devdasi‘ was practiced. In this ritual women were made to marry 
trees or idols.   
Status of Women in Modern India 
Women‘s development in modern India is less than acceptable. A number of women 
activists in the country toiled for elevation and betterment of the women. However, 
there are many instances of bravery of women for example, Begum of Bhopal who 
threw away the veil and took part in first freedom revolt of 1857.  
Slowly and gradually, women were allowed to get educated. English was also 
introduced as a medium of instruction in this era. This development gave chance for 
many female writers to excel in the fields of art and literature. Now women in India 
have choice to live the way they want. They have freedom of expressing themselves. 
They are given right to equality in our Constitution. Now, many women head 
prestigious positions in the country. They are given preference and reservation 
according to state policy (Rao, 2006). 
However, on social front or rather from the perspective of maturity of society in terms 
of women advocacy, we still need a lot of improvement. In some part of society, 
mindset is still orthodox and primitive. There are many incidents of female 
infanticide, gender based abortion, and domestic violence.  Now, India should call for 
preventive measures to tackle these challenges.  
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How Women can be Empowered 
Social Empowerment 
Women should be educated on the subject of social benefit. This comprises providing 
information related to the present challenges in the society. They should be 
encouraged to participate in the decision-making in the family. This will help them 
plan and disseminate better education for their children and subsequently help them in 
earning good recognition and image in the family. Women are also allowed to 
participate in political and public life. Therefore, they are given a chance to serve the 
community including fighting for the basics amenities and welfare needs of the 
village community. 
Women should also be encouraged to take part in socio-political matters including 
community service so that they may also have the opportunity to serve the nation. 
Women in community should participate in community activities like raising their 
voice for the basic amenities and welfare needs of the village such as: 
 Clean drinking water 
 Public hygiene 
 Street light 
 Chance to help the weaker people like disabled and the aged 
Empowering Indian Women by Education 
A handsome number of women are able to finish their education at degree level. They 
do not want to marry at early age so that they can finish their education without 
hindrance. Education helps in woman empowerment by increasing their chance of 
employment. Women get benefit of many scholarships, which help them in funding 
their education. These scholarships are offered by government, semi government 
organizations, and not for profit organizations. Indian government also keeps some 
funds for such schemes that are used to encourage women and other programs that 
will empower them (ibid). 
Female students who wish to pursue higher education and scientific research are 
helped by these grants funding their education expenses and to elevate their careers. 
These grants are available in different level of education from undergraduate level to 
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post-doctoral level. Such scholarships are particularly helpful to married women and 
single mothers. It has been observed that women candidates perform much better than 
their male counterparts do, in many areas. 
Empowering Women in Business 
State and central government keep funds to help women entrepreneurs to start their 
business ventures. Women are motivated to start small-scale businesses so that they 
can have some income and can become self-reliant. Apart from governmental 
organizations, some not for profit organisations also helps in funding and consultation 
for starting their businesses to help realize their entrepreneurial ventures (Mishra, 
1998). 
This is giving an impetus to women in India to become independent and confident. 
Similarly, they are also achieving good positions in government jobs. Hence, it will 
not be an exaggeration to say that advancements made by women are much better 
than the success achieved by men with similar opportunities and capacities.  
Maternal Health 
One of the most natural tendencies of human beings is pregnancy and childbirth. It is 
fundamentally necessary for our mere existence and capacity for continuance, and no 
technological advances can replace it. Pregnancy is a great event in a family‘s life. 
The impact of pregnancy is on both the partners, but it affects women more than their 
male partners both physically and psychologically. However, process of fertilization 
is possible in vitro (in lab) but it needs a mother‘s womb to carry the fertilized zygote. 
No technology can replace or do what a mother can. Mothers deserve respect and 
utmost care and support from family, both emotional and material. However, 
unfortunately, the story is very pathetic as maternal mortality rate is very high. 
According to estimates of UNFPA (2008), 536,000 women suffer deaths each year 
from causes related to pregnancy. UNFPA (2008) defines maternal mortality as, “the 
death of a woman while pregnant or within 42 days of termination of pregnancy, 
irrespective of the duration and the site of the pregnancy, from any cause related to or 
aggravated by the pregnancy or its management, but not from accidental or incidental 
causes‖ (UNFPA 2008d).  
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This study will use maternal mortality ratio (MMR) as main indicator of maternity 
and it will be mentioned frequently. Maternal mortality ratio (MMR) is the number of 
deaths per 100,000 live births, and ―measures the risk of maternal death among 
pregnant or recently pregnant women” (Ibid). 
As we look at the medical advancements and development in the area of maternal 
healthcare there are many interesting turning point in past two hundred years. Risks in 
maternity have been reduced significantly and modern methods of treatment are 
helping in prevention of pregnancy related deaths greatly. Latest treatment is 
relatively cheap and simple and mostly employed under critical condition when there 
is emergency, otherwise normal delivery is encouraged under supervision of 
healthcare professionals. The most important factors which helps in reducing the 
maternity related casualties are 1) having professional attendants with pregnant 
woman while giving birth, and 2) Improvement in the field of the area of medical 
science dedicated to maternal care. (Van Lerberghe and De Brouwere 2001: 2). 
History of Maternal Health: Lessons from Europe and USA 
India should learn lessons from countries like Sweden, which is most often mentioned 
as the forerunner in maternal and pregnancy related health developments. Sweden 
achieved the lowest maternal mortality rate in the region of Europe at the beginning of 
the twentieth century. Further, it also has the most systematic demographic statistics 
since that period. Norway, Denmark and the Netherlands are also doing better 
following just behind Sweden (ibid, 7).  
Sweden offers data related to maternal health in 1751 for the first time for the purpose 
of improving pregnancy related healthcare services. The commission of health 
observed that at least four hundred out of six hundred fifty one deaths related to 
maternity could be prevented by providing a greater number of midwives in the 
country. (Högberg 2004: 1314). By the next hundred years, the contribution of 
midwives in that country increased significantly. This also led the development of 
longer training programs for midwives, which made them more to capable in dealing 
with emergency deliveries and neonatal care. The country also recommended placing 
at least one licensed midwife in rural area. (ibid,1315). This subsequently resulted in 
decline of maternal mortality from 900 deaths per 100,000 live births to 230 deaths 
per 100,000 per live birth. This development took place from 1751 to 1900. (ibid, 
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1316). Hence, idea of employing more midwives attributed to this great achievement 
in the field of maternity healthcare. (Van Lerberghe and De Brouwere 2001: 6). 
What was predominantly inspiring regarding this development in Sweden was that the 
population was significantly distributed all over this rural and poor territory and up-
to-date health care services were still unavailable before the MMR underway to 
decrease (ibid).The delegation of duties to midwives helped the discrete rural  
inhabitants, as it provided women in these regions access to much better and 
comprehensive treatment, and by the end of the nineteenth century seventy eight per 
cent pregnancies were taken care of by these trained midwives (Högberg 2004: 1317).  
In Sweden, doctors and midwives are considered as complementary to each other. 
Further, in 19
th
 century when there was a shortage of obstetricians with only 10 per 
cent coverage, which only includes urban areas, role played by midwives in rural 
areas is exemplary. They (midwives) were the main source of maternal services in 
rural areas and were most important in a country with shortage of obstetricians (ibid, 
1315, 1316).  
Högberg (2004: 1316) observed that in Sweden, “In the 19th century, two thirds of 
maternal deaths had direct obstetrical causes, such as difficult labor, eclampsia, 
hemorrhage, and sepsis, while one third were indirect obstetric deaths due to diseases 
such as pneumonia, tuberculosis, dysentery, heart disease, and malnutrition‖.  
Use of antiseptic was encouraged when it was discovered that the chief reason of 
maternity related death was due to puerperal sepsis, which was responsible for 54 per 
cent of all pregnancy related deaths between 1861 and 1900. The main cause of death 
from puerperal sepsis was due to avoidance of antiseptic techniques.  So when better 
antiseptic techniques were introduced, death rates dropped significantly (Ibid: 1316, 
1318). It was also found that deaths from non-septic reasons were also diminished by 
46 % due to skills and labour of midwives (ibid, 1318).  
According to Högberg (2004: 1319) one thing should not be forgotten and 
undermined, that is the welfare system in Sweden which made Sweden a prominent 
example in maternal health care system and therefore established a balanced 
socioeconomic ecosystem in the country. These social factors were notably important 
mainly because of two basic reasons. First was the facilitation of free movement of 
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labour after 1940 and secondly better nutrition status of women, which helped in 
overall maternal welfare. Other important factor was the discovery of Vitamin A, 
which helps in reducing puerperal sepsis up to seventy per cent, again emphasising 
the implication of nutritional food for expecting women. In this way, nutrition has 
played a great facilitator in reducing complications during labour, which implies 
having healthy food is critical. Högberg (2004: 1319) also claims that it is crucial that 
the state and local groups appreciate and support public health endeavours, which lead 
to acknowledgement this challenge, and fight maternal mortality, to and help gaining 
its wide support and get it prioritised. He also assumes that maternal mortality would 
not have diminished in the same manner it did in the Western countries if there was 
no existence of welfare states. 
Evidences from USA 
More evidence to suggest that the support of public authorities played a vital role in 
improvements in maternal health care comes from the case of maternal health in USA 
in the early 20th century. Further, USA can also serve as a great example for 
developing countries like India, in establishing the role and importance of public 
health services in achieving better maternal healthcare results. The development 
achieved by USA in early 20th century can be a very interesting and enlightening case 
study for India. Before these developments of 20th-century-USA, maternal health was 
not among the utmost priorities and active attention to them was redundant. The only 
active members were obstetricians who were trying to them curb and ban the practice 
of midwifery, because they thought them as their competitors and challengers as 
opposed to helpers and complementary in Sweden (Van Lerberghe and De Brouwere 
2001: 8). Midwives were labelled as uneducated unprofessional and unskilled and 
also blamed for maternal deaths which departs from reality that births assisted by 
midwives were lower than the physician assisted deaths (ibid,8). This tussle caused 
high degree of maternal mortality (between 600-800/100,000) in USA upto the year 
1930. After that the issue caused public uproar and finally the agenda of maternal 
healthcare got prioritised.  
Role of Public Policy 
Based on above discussion of historical facts Van Lerberghe and De Brouwere (2001: 
12) proposes that the success achieved in the area of maternal care and combing 
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maternal mortality was largely due to institutional support and mass access to such 
services. However, the development of science and medicine cannot be undermined 
but in fact; the real reason behind such grand success was due to affirmative policy of 
state with respect to maternal healthcare. Quoting from Van Lerberghe and De 
Brouwere (2001: 12): ―Commitment from authorities and public concern proved to 
make a huge difference in how well maternal health improved in a country‖.  
Based on above discussion important factors and characteristics, which helped in 
combating maternal mortality can be listed as: 
 Putting pressure on state authorities by NGO and general public 
 Acknowledgement of such problems by state health authorities 
 Access of information related to maternal mortality 
 Formulating affirmative policy  
 Working proactively 
 State‘s commitment 
Policy Choice 
The story of maternal health care developments in above discussion has raised 
pertinent questions of formulation of public policy and policy choice with specific 
reference to growth in profession of midwifery, which ensures the presence of 
midwives at the time of delivery.  Van Lerberghe and De Brouwere (2001: 12) have 
affirmed this, saying ―Where this was the backbone of maternal health policies, 
mortality ratios dropped‖. Along with this commitment from state authorities in 
strategy development and their implementations also benefitted the country on a mass 
level. This knowledge and development helped rural areas to reap the benefit of 
maternity care. The strategy so developed in the countries of North Western Europe 
encompasses aspects of financial, geographical and cultural appreciation to ensure 
even opportunity for all members of the population. 
This example illustrates the effectiveness of cooperation between physicians and 
midwives, which leads to the overwhelming outcomes indicating that even without 
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modern hospital technology trained and regulated midwives can play a substantial 
part in decreasing maternal deaths. In countries where physicians had recognised 
midwives the maternal health situation improved while on the other hand those 
countries where it was opposite the challenges of maternal mortality worsened. (Van 
Lerberghe and De Brouwere 2001: 12, 13). 
However, countries like USA were not able to appreciate and adopt these success 
strategies until early 20th century. USA‘s prime focus was on science and technology 
rather than public policy. This resulted in higher mortality ratios as compared to their 
European counterparts. In nutshell if USA were able to implement affirmative policies 
earlier than just contemplating with technology it could have been able to combat 
maternal mortality much better (ibid,13). 
Maternal Health in India 
In India, health of women is inherently associated with their status in society. Indian 
women comprise a quiet and frequently obscure group consisting of almost half the 
country‘s population. Many of them are denied access to most basic health care 
facilities. They have assumed themselves for suffering without raising their voices 
and they have assimilated them as ‗ethics of nobility in suffering‘ (Guimarães, 1994). 
This has happened because society has shaped their values and has made them accept, 
as a character of woman hood, to present themselves submissively to male dominated 
society as reproductive and sexual assets. 
Women in poor health are more likely to give birth to low weight infants. They are 
also less likely to be able to provide food and adequate care for their children. Finally, 
a woman‘s health affects the household‘s economic well-being, as a woman in poor 
health will be less productive labour force. Poverty and gender literacy have a direct 
impact on health and sex ratio, life expectancy at birth, IMR, MMR etc. hence they 
are taken as indicators for addressing women‘s health. 
According to Kumar and Kumar (2009), ―maternal mortality and morbidity are two 
health concerns that are related to high levels of fertility‖.  Maternal mortality ratios, 
which measure the incidence of pregnancy related deaths,  estimated by United 
Nations report (United Nations report Annex A, 2002) is around 400 per 1000 live 
births in the world. 
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In developing countries, childbirth and pregnancy related complications are the major 
reasons for deaths in women in their reproductive years, which account for every 
three deaths among the set of reproductive years of women. In addition, fifteen 
percent of such deaths in reproductive cycle are from younger women belonging to 
15-19 age groups. Such deaths resulted mainly from risky abortion related 
complications. 
The primary reasons, for deaths during pregnancy, apart from medical causes and 
socio cultural factors that obstruct the importance of healthcare for women, are 
meager nutrition, low health status and absence of substantial access to medicine and 
health services (as well as conveyance and funds).  Sholeye, Badejo, & Jeminusi 
(2014) have blamed cultural practices ―regarding the restriction of food during 
pregnancy for fear of difficulties at the time of delivery is prevalent in many parts of 
the country‖. Only a small fraction, of 52 percent women, is involved in deciding on 
their own health care measure. 
Recently, the epidemic of HIV/AIDS is increasing rapidly in India and is impacting 
health of women severely. Among total victims of HIV/AIDS, 38.45 percent were 
females and 57 percent in rural areas. Among the vulnerable group of HIV infected 
people, women are the most seriously affected. ―Vulnerability is understood as a 
limitation of the extent to which one is capable of making and effecting free and 
informed decisions.‖ (Gruskin & Tarantola, n.d. cited in Gruskin and Allison, n.d.). 
Main reason for vulnerability may be absence of information, education, healthcare, 
community services and human, political, cultural, ritual, gender relations and outlook 
towards sexuality, spiritual beliefs and poverty. ―Good women‖ in Indian culture are 
supposed to be silent, ignorant and passive partner in sexual relationships rather than 
actively negotiating for safer sex and accessing treatment and services for sexually 
transmitted diseases. In addition, some brutal rituals and practices such as female 
genital mutilation, early and forced marriages can be factors for contamination. (U, 
Silppa. 2007:4) 
There is increasing acknowledgment that maternal mortality is a disturbing health 
challenge for Indian women. However, facts on the size, structure of the mortality and 
the therapy seeking behaviour of women stays sparse. Earlier community based  
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researches have established that due to inhibition, women suffering from 
gynecological  health problem, remain silent and reluctant to seek treatment. 
Bang et al (1989) and Ooman (2000) have correctly described the situation of women: 
―women with self-reported symptoms of reproductive morbidity do not seek treatment 
due to existing taboos and inhibitions regarding sexual and reproductive health‖. 
Shame, embarrassment and taboo confine women in seeking treatment for 
gynecological problems.  Further, those who seek treatment, a majority among them 
take advice from unqualified and private practitioners and some only rely upon the 
advice from  elderly women in the community who prescribe ―gharelu nuskhe‖ or in 
other words home remedies (Reddy, 2013), which in turn may have severe 
consequences on their health. 
In a ,male dominated society like ours, women‘s  access to health and  health services 
provided to them cannot be studied in segregation without appreciating the role 
played by their male counterparts as women are reliant upon their spouses, 
emotionally, socially and economically. This is yet more perilous with reference to 
reproductive health.  After fourth World Conference on Women in Beijing, ICPD in 
Cairo (1994) men‘s role in the reproductive programs is acknowledged in good health 
and its significance in raising women‘s health status is well appreciated. So involving 
men in RCH programs can be very fruitful as emphasized in above discussion. Some 
researches in India advise that women‘s gynaecological morbidity is hardly ever 
conversed, and acknowledged only while it impedes either their reproduction 
capacities or their proficiency to work at home. Thus, women agonize in quietness 
(Singh, Sampurana, 2007:16).  
In attaining gender equality, empowerment has been a tested strategy. The Indian 
Constitution directs and proposed several facets of equality for women empowerment. 
To curb bias and discrimination based on gender, the Constitution has provided 
guidance and clarification for affirmative actions to be taken by government.  Bhuyan 
(2006) states “India has also ratified various international conventions and human 
rights instruments committing to secure equal rights for women.” In human 
development indicators and poverty statistics women are far behind.  Women have a 
inferior position in virtually all walks of life. 
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Government has emphasized and implemented economic policies and programs and 
undermined social empowerment. Social empowerment advocates the autonomy and 
freedom of people so that they take their own decisions to shape their careers and 
improve their lives. This also enables them to fight against social and economic 
exclusion, for participation in democracy, peace and human rights.  In this 
background, it is significant to ascertain one‘s individual expertise, prospects and 
means, to improve them, share them with others and to use them to reach one‘s own 
aims. It takes account of education, health, housing, and human rights etc. 
Due to their reproductive roles, women are endangered perilous health risks. 
Malnourished pregnant women are more probable to give birth to malnourished 
babies leading to higher infant mortality rates. Studies also reveal that in cases where 
infant and child mortality is higher, birth rates are also higher.  
Maternal mortality rate (MMR) is India is very high at 407 per 100,000 live births in 
2005, which exhibit the health risk, to which women in India are always exposed. A 
clear-cut gender bias subsists much in the case of matter pertaining to health care 
services and prompt medical care to the infant girls.  Gender specific mortality rate 
for the girls aged 0-6 years is very high as compared to boys of the same age group.  
There was awareness generation through group meetings among women about the 
significance of nutrition and balanced diet, usage of organic foods, hygienic living, 
proper usage of toilets and bathrooms to avoid open defecation, importance of clean 
drinking water, disadvantages of early marriage, information about AIDS, removing 
superstitions about health etc. (Rizwana, A, 2007. 20: 21). 
Indian women are in danger of many grave health concerns. This investigation 
emphasises on only two problems: nutritional status (which is calculated by body 
mass index and occurrence of anemia) and reproductive health (as calculated by the 
presence of reproductive health morbidity) of women from rural areas in the study.  
Researches have exhibited that however work status and socio-economic, both factors 
impact health condition of women, the latter is more vital; ―most of the gross effect of 
work status is due to socio-economic conditions rather than work participation.‖ 
(Basu & Sidh, 2007). This implies for policy change and implementation in offering 
superior health care services, women education and additional nutrition programs for 
deprived women (Basu and Narayan, 2008).  
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Raju (2014) has given a very thoughtful account of status of women in India in his 
article Gender Discrimination in India: 
“…..Reproduction often becomes a determinant of the status of women in our 
society….a need to give out health care system from curative to preventive…The 
World Bank in its recent report pointed out that maternal mortality is very high in 
India……there is an excess maternal morbidity and mortality resulting from physical 
assaults such as rape, burning beating. The abortion-related mortality and morbidity 
seems to be high especially in the rural areas… illegal unscientific and traditional 
methods of abortion in rural areas caused a lot of damage to women’s health in 
general and reproductive health ……..” 
Bearing child at an early age is linked with high risk during maternity and pregnancy 
for basic reason that they are neither physically nor mentally prepared for this 
responsibility. Early child bearing is also among the chief reasons for high maternal 
mortality. Becoming mother at early age also causes miscarriages and foetal deaths. 
The problem of primary sterility is still quite in high number in women who get 
married at early age. The rate of maternal mortality is very high in India. Further there 
is an increasing trend in MMR. India‘s status in global health statistics is very poor. 
India is responsible for 25 per cent global maternity deaths and unfortunately, in rural 
areas numbers of pregnancy-related deaths are still highest in the world. The reason 
for maternal mortality deaths is mainly due to social and economic factors.  
The above discussion can be summarised by listing most important reasons and 
factors responsible for maternal mortality:  
 Malnutrition  
 Poor health state and high fertility,  
 Unwanted and unplanned pregnancies  
 Lack of knowledge of health care 
 Poor access to utilization of health services 
 Lack of regular medical consultation,  
 Illiteracy 
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Average marriage age is very low in our country perhaps because of universality of 
institution of marriage.  Though Child Marriage Restraint Act (also known as Sarada 
Act) was approved in early as 1929, with  opinion to abolish child marriages and 
elevate the self-respect of women, nevertheless 50 per cent of the women in the nation 
are marrying at age much lower than the prescribed legal age of marriage. The 
frequency of unmarried women is small in India as it is seen as a social stigma. 
Table 4.1 Age at Marriage 
Age Number Percentage 
10-15 15 5 
15-17 108 36 
18-20 132 44 
21-above 45 15 
Total 300 100 
Source: Field Survey (2012-2013) 
Fig.  4.1 Age at Marriage 
 
It is very important variable in explaining the fertility differentials, studies have 
shown that it is negatively correlated with fertility. Social and cultural factors have 
tended to support marriage at an early age for females in India.  
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It is evident from the UNICEF Report (2011) that girls aged between 15-19 years are 
more likely (66.6%) to experience delivery complications compared to 30-34 year-old 
women (59.7%). Pachauri (1998) has rightly said that ―their bodies are not mature 
enough to face the burden of pregnancies”. The risk of HIV/AIDS infection is higher 
among young girls as their negotiation skills and experience to ensure a healthy 
sexual life are less developed (UNICEF, 2011). 
Table 4.1 shows the age at marriage of the women. It is clear from the survey that 
maximum number of respondents (44%) were married at the age of 18-20 years i.e. 
legal age of marriage, followed by 36% who married at 15-17 years of age i.e. before 
the legal age for marriage followed by next age group of 21 years and above 
constituting 15% of the respondents, and in the category of 10-15 years lies only 5% 
of respondents. 
Despite the existence in India of the Prohibition of Child Marriage Act 2006, early 
marriages continue and mark the beginning of a vicious circle often leading to poor 
health, malnutrition and stunting, and to the exclusion of young girls from education. 
Usually families view early marriage as protection against dangers of sexual assault. 
Age at marriage is considered as a very important factor of the reproductive health as 
early marriage put the women at risk of getting pregnant at a much younger age and 
providing her with more years of marriage which in turn increases the chances of 
having more children which in turn increases chances of mortality and morbidity. 
Table 4.2 Still Birth or Abortion/Miscarriage 
Stillbirth Number Percentage 
Nil 264 88 
1 27 9 
2 9 3 
More 0 0 
Total 300 100 
Abortion/Miscarriage   
No 213 71 
1 66 22 
2 or more 21 7 
Total 300 100 
Source: Field Survey (2012-2013) 
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Fig. 4.2(A) Still Birth or Abortion/Miscarriage 
 
 
Fig. 4.2(B) Still Birth or Abortion/Miscarriage 
 
 
Table 4.2 shows the number of still birth(s) by women respondent. It is found in the 
survey that large majority of women respondent i.e. 88% had no still birth, 9% had 1 
still birth and only 3% had two still births. It is found in the survey that 71% women 
respondent never had any abortion whereas 22% had only one abortion and only 7% 
had two or more abortions. 
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From the above table 4.2, 87 out of total 300 respondents i.e. 29% have at least one or 
more number of abortions in their reproductive span till the survey was carried out, 
this is quite high percentage. The status of these abortions is further observed, that is 
whether these were normal or induced, had any treatment taken after abortion. It is 
revealed that very small percentage of respondents took medical assistance. Majority 
had natural miscarriage and only very few induced their abortion through medication 
(easily available in the market as in the words of the respondents). 
Table 4.3 Number of Children 
Children Number Percentage 
Nil 21 7 
1 48 16 
2 78 26 
3 84 28 
4 36 12 
5 18 6 
6-more 15 5 
Total 300 100 
Source: Field Survey (2012-2013) 
Fig.  4.3 Number of Children 
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Table 4.3 shows the result of descriptive statistics of number of children the 
respondents have. It is found in the survey that maximum 16% and 26% of  women 
have 1 and 2 children respectively, where as 28 % of surveyed women have 3 
children, 12% have 4 children, 6% have 5 children, 5% have 6 and  above children 
and there are only 7% who are childless.  
Although majority of the respondents have fewer number of children at the time of the 
survey but this does not reflect the final picture of the size of the family since most of 
the women are still young and still have many years of child bearing capacity or 
future conception. There are 6 respondents in the survey who are childless because 
they lost their child or had still birth. 
Table 4.4 Antenatal Check-up 
ANC Number Percentage 
Yes 120 40 
No 180 60 
Total 300 100 
Source: Field Survey (2012-2013) 
Fig. 4.4 Antenatal Check-up 
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Table 4.4. shows the results of antenatal check-up among the women respondents. It 
is found from the survey that 60 percent women respondent do not go through 
antenatal check-up whereas only 40 percent have gone through antenatal check-up. 
The number of ANCs is more than the number of institutionalised deliveries because 
many of the respondents had ANC but they prefer home at the time of delivery 
especially when they come to know that everything is fine and nothing to worry 
about. This 40 % figure of ANC is majorly because of the today‘s better health 
facilities. Contrary to these cases there is another set of beliefs and habits that do not 
prefer ANC but rather go directly for the deliveries in the hospitals. It has also been 
observed during the survey that in most of the cases the highest level of care was 
taken during first pregnancy. 
Table 4.5 Place of Delivery 
Place Number Percentage 
House 129 43 
Private Hospital 75 25 
Government Hospital 96 32 
Total 300 100 
Source: Field Survey (2012-2013) 
Fig. 4.5 Place of Delivery 
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Referring to Table 4.5, it is clear from it that 43 percent delivered at their homes 
followed by 32 percent in Govt. hospital, 25 percent in private clinic. Out of 66 
caesarean cases 36 were done at Govt. hospital and 30 were at Private clinic. This 
high percentage of the deliveries at home shows that institutionalised deliveries are 
still not satisfactory even after the successful implementation of the Jannani Suraksha 
Yojna (JSY) and now Jannani Shishu Surakcha Karyakaram (JSSK). 
Table 4.6 Types of Delivery 
Types Number Percentage 
Normal 234 78 
Cesarean 66 22 
Total 300 100 
Source: Field Survey (2012-2013) 
Fig.  4.6 Types of Delivery 
 
 
Table 4.6 shows the results of type of last delivery among women respondent. It is 
found that majority of respondents i.e. 78 percent have normal delivery where as 22 
percent have caesarean delivery. Out of these 234 normal deliveries four were still 
births and in one case new born died in just half an hour. 
Chapter-4:                                                                                                         Status of Women 
109 
Table 4.7 Complications during Pregnancy 
Complication Number Percentage 
Yes 75 25 
No 225 75 
Total 300 100 
Source: Field Survey (2012-2013) 
Fig.  4.7 Complications during Pregnancy 
 
 
Women die as a result of complications during and following pregnancy and 
childbirth. Pre-existing conditions, severe bleeding, pregnancy-induced high blood 
pressure, infections, obstructed labour etc. are the major causes of maternal death in 
the world. 
Table 4.7 shows the results of complications during delivery among women 
respondents. It is found that majority (75 percent) answered no complications 
during delivery where as 25 percent answered yes about complications during 
delivery. 
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Table 4.8 Complication after Pregnancy 
Complication Number Percentage 
Yes 39 13 
No 261 87 
Total 300 100 
 Source: Field Survey (2012-2013) 
 
Fig. 4.8 Complication after Pregnancy 
 
 
The complications after delivery include vaginal bleeding, heavy bleeding after 
delivery, acute pain in the lower abdomen, pain with breathing, pulmonary embolism 
happens when an artery in the lung is suddenly blocked. Prolapsed Uterus- this 
problem occurs when uterus muscles become weak, no longer able to support the 
uterus. The risk of this problem increases with the age or with more than one vaginal 
birth. 
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Table 4.8 shows the results of complications after delivery among women 
respondents. It is found that majority of 87 percent answered no complications after 
delivery where as 13 percent answered yes about complications after delivery. 
Table 4.9 Post-natal check-up 
PNC Number Percentage 
Yes 66 22 
No 234 78 
Total 300 100 
Source: Field Survey (2012-2013) 
Fig.  4.9 Post-natal check-up 
 
 
The postnatal as a very important period for both mother and new born child, which 
begins immediately after the birth of the baby and extends up to six weeks (42 days). 
The period soon after childbirth poses substantial health risks for both mother and 
newborn which need to be taken care of. 
Table 4.9 shows the results of medical check-ups after delivery among women 
respondents. It is revealed from the survey that majority of (78 percent) don‘t go for 
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medical check-ups after delivery whereas only 22 percent do go for medical check-up 
after delivery. Also it is evident that ANC is taken relatively more seriously in 
comparison to PNC. 
Table 4.10 Use of Contraceptives 
Contraceptives Number Percentage 
Yes 177 59 
No 123 41 
Total 300 100 
Source: Field Survey (2012-2013) 
Fig. 4.10 Use of Contraceptives 
 
 
Contraceptive use is one of the major determinants of fertility in modern times. Table 
4.10 shows the results of use of contraception among respondents. It is found that 
majority of 59 percent said they use contraception whereas 41 percent doesn‘t use any 
modern contraception method. Condoms are the leading modern method among the 
couples followed by the OCPs (of different range) then comes IUCDs, among the 
IUCDs multi load is more prevalent than Copper-T although Copper –T is available 
free from the Government but for multi load they have to pay.  
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Table 4.11 Awareness of HIV/AIDS 
Heard about the 
HIV/AIDS 
Number Percentage 
Yes 72 24 
No 228 76 
Total 300 100 
Source: Field Survey (2012-2013). 
Fig. 4.11 Awareness of HIV/AIDS 
 
Lack of awareness, illiteracy and unknown surrounding in the host areas put the 
women into greater risk of getting HIV. This study just tries to find out the 
awareness level of the women, to analyse the degree of their vulnerability for the 
HIV/AIDS. 
Table 4.11 shows the result of awareness about HIV/AIDS among women. It is 
revealed from the survey that maximum of 76% women don‘t know and even never 
heard about the term HIV/AIDS and rest only 24% know about the HIV/AIDS to 
varying levels. The research further studies the awareness level of those who said that 
they are aware about HIV/AIDS. 
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Table 4.12 Sources of Awareness Regarding HIV/AIDS 
Sources of Awareness Number Percentage 
Family Member 9 12.5 
News paper 10 13.88 
Television 19 26.38 
Radio 22 30.55 
Banners etc. 5 6.94 
Others 7 9.72 
Total 72 100.00 
Source: Field Survey (2012-2013) 
Fig. 4.12 Sources of Awareness Regarding HIV/AIDS 
 
To afford and increase the consciousness of AIDS and its avoidance, the government 
of India has been using mass media very extensively. According to the survey report 
of the NFHS-3 Television is the most common source of information about the AIDS 
in the entire section of the society including the rural and illiterate population.   
Table 4.12 shows the results of sources of awareness about HIV/AIDS among 
respondent. It is found from the survey that maximum of 30.55% respondent came to 
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know about the HIV/AIDS from the radio followed by 26.38% through television, 
12.5% from family members, 13.88% from newspapers and 6.94 % from banners etc., 
further 9.72% from the other sources which include, the govt. hospitals at the time of 
ANC, through Peer Educators (PEs) working for the family planning program by 
Urban Health Initiatives (UHI) and associated NGOs.  
Table 4.13 Treatment of Health Problems 
Treatment Number Percentage 
Private 114 38 
Government 135 45 
R.M.P 36 12 
Others 15 5 
Total 300 100 
Source: Field Survey (2012-2013) 
 
Fig.  4.13 Treatment of Health Problems 
 
 
Table 4.13 shows the usual course of medical care facility availed by women 
respondent. It is found from the survey that 12 percent of women avail services of 
unqualified private practitioners like of Jarrah, Hakeem, Vaid (uncertified) while 38 
percent availed the services of qualified private services (MBBS, BUMS). Only 45 
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percent go to government health centres in case of major health problems only, in 
others category of 5 percent women respondents take medicine directly in 
consultation with  chemist or through some para- medical practitioner, technician. 
Three respondents of others category shared that they also take medicines in 
consultation with medical representatives. 
Women’s Health and Nutrition 
In early days the importance of womens health and nutrition was not realized 
because the percentage of literacy was very low as the people became educated 
they understood the importance of health and nutrition. According to WHO, 
freedom from hunger and malnutrition is a basic human right and their alleviation 
is a fundamental prerequisite for human and national development.   
Nutrition is the study of food which our bodies as a fuel for growth and activities. 
The diet taken by the women in different varieties plays a very important role in 
the health of family. Our food contains macronutrient and micronutrient.  
Macronutrients consist of proteins, carbohydrates and fats and micronutrient 
consist of all types of vitamins and minerals which are essential to health. Better 
nutrition is a main entry point to ending poverty and milestone for achieving better 
quality of life.The importance of women life in social reproduction emphasizes 
that they do not have only special nutrition, health needs and problems during 
pregnancy and face problem in providing care and nutrition for their children and 
family members. 
Women play a great role in the daily life of family, on the one side they are 
responsible for preparation of food and other household work and on the other 
they also support their husbands by working in different areas. Thus, we see that 
the women have great burden on their shoulders to pull on their family. Keeping in 
view of their daily routine life of women we can easily realize that the health of 
women is more important than that of men.  
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Table 4.14 Food Intake by the Respondents 
No. of Times (daily) Percentage 
3 83 
2 17 
Total 100 
              Source: Field Survey (2012-2013) 
 
Trend in food consumption is shown in Table 4.14. From the table it can be easily 
observed that 83 percent women take food three times daily i.e. in the morning 
between 8 a.m. to 9 a.m.  breakfast, between 1 p.m. to 2 p.m.  Lunch and then in the 
night 8 to 9 p.m. dinner. Only 17 percent women take meal two times in a day. Mostly 
they belong to workers families. In the morning they take meal when their husband 
and they go on work and then in the evening when they return from work. 
Table 4.15(a) Types of food 
Food Percentage 
Veg 32 
Non-Veg 68 
Total 100 
               Source: Field Survey (2012-2013) 
Table 4.15(b) Types of Non-veg Food Consumed 
S. No. Non-Veg. Percentage 
1 Egg 93 
2 Chicken 47 
3 Mutton 23 
4 Beef 25 
5 Fish 30 
                Source: Field Survey (2012-2013) 
According to table no. 4.15(a) 32 percent women respondents told that they take veg 
meals. They were mostly Brahmins Vaishyas and some other high castes. 68 
percentwomen respondents like non vg meal. Muslims, backward classes, SC and 
some high castes are included in this category. When we analyzed the non-veg 
category 93 percent women respondents said that they take eggs daily in different 
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ways i.e. as an omelet, boiled eggs or egg curry. 47 percent respondents include 
chicken in their meal occasionally or weekly. 23 percent women respondents like 
mutton. The families belonging to business or well salaried people were included in it. 
25 per cent women respondents take fish of and on as shown in table 4.15 (b).  
Table 4.15(c) Types of Vegetarian Food Consumed 
S. No. Veg. Food Percentage 
1 Rice 96 
2 Chapati 100 
3 Pulses 90 
4 Green vegetables 86 
5 Oil 21 
6 Milk 42 
7 Curd 35 
8 Pickle 47 
                   Source: Field Survey (2012-2013) 
 
As per table 4.15 (c) among the veg meal taking women respondents 96 percent take 
rice, 100 percent take chapaties, 90 percent take pulses and 86 percent green 
vegetables daily. 21 percent take oil, 42 percent takes milk, 35 percent take curd and 
47 percent take pickle in their food. Women respondent of all castes and communities 
are included in this category. This trend indicates that a big percentage of women 
respondents are cautious towards their diet if their financial conditions allow. Their 
energy expenditure is not compensated by their intake of diet as it lacks in nutrition. 
It has been found in the study that women are not given food which is high in 
nutrition content but given in more quantity during the pregnancy believing  that 
women become more hungry so provided them more in amount, in some of the 
cases it is found (as per their information) that they have good nutritious food after 
delivery. 
Majority of the respondents say, hum kahan se acha aur mahnga khana kha sakte 
hain,hmare pass itne piase kahan? (We cannot afford good and expensive food). 
Approximately 50% of the respondents say that off and on they try to have some 
nutritious food like egg, fruits, nuts, etc. but their definition of nutritious is quite 
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skewed, they consider that expensive food is nutritious food, only few who were 
with their parents or in-laws have some information regarding what to and what 
not to eat. 
Women are seen to be suffering from iron deficiencies (anaemia). It is the most 
prevalent disease among the women respondents. It is found among women of 
child bearing age and during pregnancy and lactation. Anaemia increases the risk 
of maternal and fetal mortality, abortions, premature birth, etc. In integrated child 
development service programmes, the government has provided a supplementary 
nutrition component for pregnant and lactating mothers but less than 50 percent of 
beneficiaries take advantage of this. 
Besides social sex discrimination against female children, emphasis on women‘s 
childbearing roles, their workload interface with their subordinate status in health 
care. This exposes women to health hazards including nutritional deficiency. 
Moreover, lack of autonomy relates to poor nutritional status of women by 
oppressing their decision making powers and assess to independent income. 
Marriage at an early age puts them at a risk of under nutrition and bad health.  
Women’s Work and Health  
While looking at women‘s work and health issues, we need to consider the 
structural nature of women‘s work and totality of this work in its multifarious 
roles, activities, and the time spent as well as the intensity of time. This relates to 
women‘s paid as well as unpaid work, whether the work is recognized as or not; 
whether the impact on health is physical and mental. 
In the present study it was seen most of the women respondents were married, 
their average age was between 25 to 45 years, most of them belonged to the OBC 
and Scheduled Caste and most of them were coming from large (5 to more than 7 
members) nuclear families. All the women have to do household work—cooking, 
washing utensils, washing clothes, sewing and washing floor etc. Although 
household work is essential but at the same time it is most unproductive, most 
barbarous, most arduous work a women does. It involves unlimited hours with no 
leisure or holidays. With the increase in nuclear families the pressure of work has 
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increased on the single housewife. The drudgery of housework is also 
accompanied by psychological tensions and depressions, fear and anxiety.  
It was observed that women perform multiple roles, in household activities and in 
their own field like private or government job or physical work. Household work 
comprising of heavy workload and long hours has increased the risk of illness. An 
attempt has been made to understand the relationship between women‘s household 
work and illnesses. The main risk factors identified were the domestic 
environment (housing, water and sanitation etc.), workload, long working time, 
household dust, repeated movement of few body parts, postural problems, low 
nutritional status etc. This has led to the occurrence of respiratory problems, 
digestive problems, skin problems, backache, pain in limbs, weakening of 
eyesight, exhaustion, adverse effect in reproductive system, anaemia, miscarriages 
etc. 
In the private or government sectors women work either as teachers, office work, 
self-employed or other works like maid, etc. Their work is also extremely time 
consuming and heavy because in addition to the paid work they do, they have to 
do their household work. So these women too have heavy workload and they work 
for long hours. Some women reported that they were continuously working from 
childhood through illnesses, pregnancy and the post-partum period to old age. This 
definitely affected their health and reproductive system. 
We began by posting the possibility of casual relationship between women‘s work 
and health. The effect of work is also very apparent on women‘s morbidity. When we 
consider the work status of women we find a strong relation correlation between work 
and morbidity. The important risk factor of working women in private or 
government sector and also physical work like patch work, sewing etc. 
Walking/travelling long distance, heavy mental a physical strain during pregnancy, 
postural problem unsafe journey, constant strain on eye, nutritional deficiency, pain 
and eyesight problem while stitching, sewing and applique work. The working 
women reported of Respiratory problems, nausea, bodyache, fever, cough, cold leg 
pain or knee pain, skin problem, miscarriages, anaemia, allergies, eyesight problems, 
sun burn premature death, headache, stress and strain. They also reported of adverse 
effects on reproductive system, ache in limb, gynae problems, intestinal problems, 
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asthma, abortion, muscular pain, high blood pressure, skeletal defects, pain in fingers, 
gastroenteritis, T.B. etc. (Table 4.16) 
Table 4.16 Linkage between Women’s Work and Health 
 Source: Field Survey (2012-2013)    
 
 
S. 
No. 
Work Risk Factor Illness/Health 
1 Household 
Work 
Heavy work load, long 
hours, house dust 
repeated movement of 
few parts of body, 
postural problem, poor 
light, nutritional status, 
constant strain on eye 
Respiratory problems, digestive 
problems, skin problems, backache, 
body ache, headache cold, cough, 
weakening of eyesight, exhaustion, 
ulser, tumour, effects on 
reproductive system, abortions skin 
disease, etc., 
2 Private/ 
Government 
job 
Walking/travelling long 
distance, heavy mental 
and physical strain 
during pregnancy, 
postural problem unsafe 
journey, constant strain 
on eye 
Respiratory problems, nausea, 
bodyache, fever, cough, cold, leg 
pain or knee pain, skin problem, 
miscarriages, anaemia, allergies, 
eyesight problems, sun burn 
premature death, headache, etc. 
3 Physical 
Work 
Lifting heavy weight, 
workload, postural 
problem, illness, 
nutritional deficiency, 
pain and eyesight 
problem while stitching, 
sewing and applique 
work 
Body-ache, ache in limb, gynae 
problems, intestinal problems, 
asthma, anaemia, abortion, 
muscular pain, high blood pressure. 
Skeletal defects pain in fingers, 
gastroenteritis, T.B. etc. 
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Chapter-5 
CASE STUDIES AND THEIR INTERPRETATION 
Case Study No. 1 
Salma is a 38 years old widow. She was married at the age of 15 because the income of 
her parents was low and hence could also not get education in school. She studied 
Quran and Urdu at home. She has no daughters only two sons aged 20 and 15. Her 
husband also belonged to a poor family. He was a carpenter having monthly income of 
about Rs. 2000/- per month so she could not provide education to her children either. 
She lives in a joint family of 8 members. Although her uncle who was a teacher said to 
her “Dono ladkon ki shiksha ka acha praband karo (make a better arrangement of 
education for both the sons), she replied “hum garib log hain dono ki shiksha ka 
kharcha kaisey utha payengey (we are poor people, how can we afford the expenses of 
their education). Now the sons also work in different factories. She has her own semi 
pukka house. Due to non-availability of running water she takes water from hand pump. 
She does not have account in post office or in any bank due to low income. 
Seven years ago her husband expired so she lives with her two sons. Due to lack of 
money she takes very simple breakfast (like Chapatti, Tea, Sabzi, Rice, Dal, etc.) 
lunch and dinner. She takes vegetarian and non-vegetarian meals both. Since she 
belongs to a poor family she could not get balanced and rich diet after the birth of her 
two sons. So, she had to suffer respiratory problems. She is now also suffering from 
kidney pain and cervical spondylitis for which she took treatment in government 
hospital but did not get relief. She also took the help of private doctors but could not 
complete her treatment due to shortage of money. Both the sons were born by normal 
delivery, with a gap of 5 years. She lives near J.N. Medical College so both sons were 
checked by child specialists and vaccinated as per doctor advised. She takes all 
decisions regarding her domestic problems herself. 
Regarding the girls education her view was very clear that they should be well 
educated so that they might help the family in worst days of life.  
Problem: Poverty, illiteracy, health problems, balanced diet 
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Case Study No. 2 
Jameela is 34 years old. At the time of marriage her age was 28 years. She belonged 
to Muslim family. She was Syed (Shia) by caste. She is an educated woman with 
M.A. in Urdu. She is living in pukka house and facilities are available in her house. 
She is qualified but not empowered. She lives in nuclear family. Her husband is also 
literate and has passed high school. He is a government servant with monthly income 
of  about Rs.15000/- per month. She is a housewife and also has a bank account. 
Jameela takes meals with her husband. Mostly she likes oily food. She takes both 
vegetarian and non-vegetarian. Being an educated woman she pays special attention 
to breakfast, lunch and dinner. She generally likes butter and bread in breakfast and 
one green vegetable sabzi with dal in lunch and dinner. She also includes rice in lunch 
with salad. 
Whenever she or her family member becomes sick, she prefers homeopathic 
treatment. But in serious cases like fever, diarrhea etc. she takes allopathic treatment 
for getting quick relief for which she likes to go to government hospital or medical 
college. She became pregnant three times but the gap between two deliveries was not 
sufficient so she was aborted on her own request. She is an educated lady so she 
understands the importance of health and family planning method. When she became 
pregnant second time her son was only 6 months old. There was insufficient gap so 
her friend advised her “tum kisi aspatal mein jakar DNC kara lo ta ki do bachcho 
mein do dhai saal ka antar ho (you should get aborted in any hospital to keep gap of 2 
to 2 and a half years between two babies). So she was admitted to a nursing home 
which was near to her house and DNC was done successfully. Both children were 
born with normal delivery in J.N. Medical College. After delivery she came to know 
that her son who is elder to her daughter is suffering from heart disease i.e. a hole in 
the heart. She paid special attention to her son and got the treatment in reputed 
hospital of Delhi and by God‟s mercy he is quiet fit now. She is very cautious towards 
the health of her children. So both the children were vaccinated as per chart given to 
her at the time of delivery by the doctors. 
She lives in a male-headed family. All the decisions are taken by her husband in 
different types of problems but at the time of domestic problem he cooperates with 
her enthusiastically. Regarding the views about girl‟s education her mind is clear that 
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no family can progress without girls being educated. Women can solve the domestic 
problems in a better way in comparison to men. 
Problem: Child health problem, male domination 
Case Study No. 3 
Asma (28) is a housewife who lives in Jeevangarh. She was married at the age of 19. 
Due to poor condition of parents she could not continue her education and left school 
after passing 6
th
 class. She is Muslim and sheikh by caste. She lives in a joint family 
having 12 members. Her husband has own pukka house with the facilities of 
electricity, toilet, hand pump etc.  
Her husband left school after passing 9
th
 class. He is working as electrician privately. 
He had sufficient income to the bear expenses of a big family having 12 members. 
She also tries to save some amount for future expenses and deposits in the bank. 
Although she is not well educated, she is careful regarding the health of the family 
members. In the morning family takes healthy breakfast (like Dalia, egg, bread, butter 
etc.). In lunch and dinner she likes to take spicy vegetarian or non-vegetarian foods. 
Fruits and chicken are used occasionally. 
She says she is not suffering from any serious disease. Whenever she or her family 
members get sick, she takes the help of government hospital. She became pregnant 
four times but took the help of abortion with her own will due to illness. Now, she has 
three children aged 6, 4 and 2 years. She never felt the difference between the boy and 
girl and also not tried to know whether she is going to give birth to male or female 
child. All the babies were born in J.N. Medical College of which two were born by 
normal delivery and one by cesarean. In the third child she did not have a labor pains 
till the due date. She consulted the doctor who advised her to wait few days more and 
an ultrasound was done, but the doctor did not do anything. After seven or eight days 
she felt uneasiness and consulted the doctor again. She had bleeding and the doctor 
advised her to admit herself in the hospital and to arrange the blood.  After keeping 
under observation for operation, the doctor decided to operate. 
She doesn‟t like to give powdered milk to the babies. All children were vaccinated in 
the medical college. She says that her husband is very cooperative and decides all the 
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domestic and financial problems with mutual understanding. Although she is not 
highly educated she wishes to give better education to her children. 
Problem: Lack of education, abortion, heavy bleeding during pregnancy 
Case Study No. 4 
Sufia is 34 years old, residing at Jamalpur Aligarh. She belongs to an educated family. 
She got her bachelor‟s degree from Aligarh Muslim University, Aligarh. At the time 
of marriage she was about nineteen years old. Her faith is in Islam and is sheikh by 
caste. She has a small family of only three members i.e., self, husband and one 
daughter aged about 10 years. Her husband is a post-graduate and now has been 
retired from Indian Army. He is getting pension from Indian Government. Her total 
income is about Rs. 20,000/-. She has her own pucca and double storied house having 
all the facilities i.e., electricity, running water etc. She is a working woman running a 
beauty parlour in her own house. So, she has a bank account. 
Sufia and her husband like very spicy meal be it vegetarian or non-vegetarian. She 
generally takes meal with her husband and daughter. In vegetarian meal she likes curd 
and fruits daily, pulses, green vegetables occasionally. In non-veg meal she takes egg 
daily in breakfast, and chicken, mutton and fish weekly. 
She is very cautious about her health. She has no disease and keeps her house neat 
and clean using anti allergic liquid for it. Whenever she suffers from fever or any 
other disease, takes the help of private doctor. She became pregnant two times but she 
aborted “bachchey ki growth nhi thi” (no growth of baby), once on doctor‟s advice 
because there was no growth of baby in the womb. After a second pregnancy the 
situation was same as during the previous one. After second pregnancy she was 
advised not to become pregnant due to some complications. She took treatment 
several doctors but all in vain. Now she has adopted a girl child, daughter of her 
brother. 
At her work place in beauty parlour every facility is available. It remains open for 24 
hoursexcept when is out of station. She participates in all the decision taken by her 
husband. As far as girl education is concerned, her views are very clear; Education is 
a fundamental right of every human being. So girls must be given full opportunity. 
They must utilize education for the betterment and upliftment of the society. Women 
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should have faith in their culture and tradition. They must not follow the western 
culture. 
Problem: Abortion, complication during pregnancy 
Case Study No. 5 
Saira is 22 years old, living in Jeevangarh. She was married at the age of 18. She was 
born in a poor family, so she could not continue education and left school after 
passing fifth class. She belongs to a Muslim family and is abbasi by caste. Her 
husband is also not much educated and passed seventh class only. He works as a 
labourer and Rs. earns 200/-per day. She is living in joint family of twelve members. 
She has her own pucca house having electricity, toilets and hand pump facilities. She 
is a housewife.  "Bache ko padhana to chahte hain lekin aas pass koi achha school 
nahi hai. Jo koi hai bhi wo itna mahanga hai ki sochna padta hai ki khaye ki bachhe 
ko padhaye. Humlog to padhe nahi, chahte hain ki bache padh-likh jaye" (we want to 
educate our children but there is no good school nearby. Even if it is there, they are 
so costly that one needs to think about whether to educate children or eat. We are not 
educated but we want that our children should get education).  
Her family income is not sufficient so she has no account in any bank or in post 
office. She takes very simple breakfast of chapati, dahi (curd) or tea in the morning. 
Her lunch and dinner also remains simple. She takes both types of meal in veg. or 
non-veg. She has no personal likes or dislikes meal. She generally takes meal with her 
husband and other family members. 
She is a regular patient of low blood pressure. She gets medicine from government 
hospital due to shortage of money. She got pregnant three times and gave birth twice.  
Both the babies were born by normal delivery. Once she had abortion on doctors‟ 
advice. The baby was a girl. She was told by the doctor that the baby was to be born 
without a head and the delivery can lead to death of the mother or the baby. He also 
said that to save life an injection of three thousand rupees will have to be injected 
which was beyond her means so, she preferred abortion. 
She is in favour of family planning programme. She used copper-T to maintain gap of 
three years. At the time of birth one baby was prematured having less weight. So the 
baby was kept in incubator. Both babies were vaccinated in J. N. Medical College 
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Aligarh. She does not make difference between a boy and girl and is in favour of girl 
education.  
Problem: Illiteracy, poverty, health problem, balance diet 
Case Study No. 6 
Rahat is a 52 year old, working woman living in Babari Mandi. She was married at 
the age of 20 after getting Bachelor‟s degree. Her faith is in Islam and is Shaikh by 
caste. There are seven members in her family. She lives in her own pucca house 
which has all facilities like electricity, toilet and running water arranged by 
submersible pump. She is also working in a private school as a teacher. Her husband 
is also a graduate and works as a teacher in a government school getting about                
Rs. 40,000/- per month. She saves Rs.10,000/- for future problems which is deposited 
in the bank. She prepares budget every month and tries to spend according to budget. 
She takes meal three times (breakfast, lunch and dinner) daily which consists of 
vegetarian and non-vegetarian items both. She takes meal jointly on arrival of her 
husband and children, preparing veg and non-veg dishes on alternate days. Mutton, 
fish are used occasionally and fruits are also used weekly. 
She is an old diabetic patient taking regular treatment from a private doctor, not 
trusting in government hospitals. During her married life she became pregnant ten 
times having six children. She was aborted four times, two times naturally and two 
times for maintaining gap between two children. She never used any family planning 
methods. All the deliveries were done at home by a local dai (nurse). There was no 
complication after any delivery. She was not in favour of abortion because she had 
felt weakness after abortion. All the children were vaccinated in the private hospital, 
because it was very near to her residence. 
Her working place is nearby her house having very few facilities. She had to work for 
five hours daily with a lunch break of 30 minutes. Maternity leaves are available but 
without pay. The view of her family about the birth of girl is not good. She also told 
that her husband cooperates with her in all matters. 
She fully favours girls‟ education. Her two girls are post graduates, one doctor and 
one is studying graduation.    
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Problem: Abortion, health problem, family planning method  
Case Study No. 7 
Reena is 48 years old. She was married at the age of 21 in Brahmin family. She 
belongs to Hindu religion and is Mishra by caste. She lived in her own pucca house 
with her three children and husband.  She is a house wife. Her husband holds Master‟s 
Degree in Commerce not wanting to serve anywhere, he started own business and 
now his earning is about Rs. 20,000/- per month. Her husband has also an account in 
bank. 
She takes meal two times in a day. Firstly in the morning while her husband goes to 
his shop and secondly in the evening. She liked normally vegetarian food i.e not too 
much spicy. Curd is included daily in her meal. Pulses and green vegetables are used 
on alternate days. Fruits are used daily. 
She has been suffering from leukemia since long. Whenever any members of the 
family become sick, they go to government hospital for treatment. She has two 
children. Although she became pregnant five times she was aborted three times in 
government hospital by mutual decision, because she believes in a small family. Both 
the babies were born normal delivery in government hospital. No complication was 
faced during delivery because she takes nutritious food. Both the babies were 
vaccinated according to chart provided by the hospital. She believes in family 
planning so she used condom to keep the gap and to save from pregnancy. She was 
also counseled by the government servants who conducted camps in government 
hospitals after two months interval. 
Her family does not feel any differences between son and daughter. She says that her 
husband always cooperates with her in all matters whether it is money, property or 
children. She strongly supports girls‟ education. In her views no community or 
country can progress without the help of women so, women must be educated. 
Problem: Health problem, abortion 
Case Study No. 8 
Reshma is 25 year old housewife who arrived from outskirt village after marriage and 
permanently settled in Aligarh city with her husband, who is a mason and earns bread 
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and butter by temporary employment. Their residence is a rented one and poorly 
constructed. Reshma and her husband are illiterate.  She was married at the age of 19. 
After marriage, within six months she faced trauma, then abortion and 2 still births. 
Both still births and abortion were performed at home (without the help of ANC). 
Local dai helped her. No medical assistance she was given, no post natal care was 
taken which is equally important and highly recommended by the physician.  
During her last delivery in Aligarh everything was going fine but one day all of a 
sudden she came running out of her home screaming with pain seeking help of 
neighbours. The neighbour send their daughter to help and after almost thirty minutes 
Dai arrived, it took them two hours for the delivery of a child but unfortunately it was 
still birth, when they tried to find out the reason for this it was the umbilical cord 
around the baby‟s neck which strangulated the baby to death in the womb as it was 
very evident from the skin colour of the dead baby which turned pale and blue. When 
asked about the type of care she took of herself during and after the pregnancy she 
replied gloomily “I delivered my first child dead so who will take care of me, after 
and before the deliveries”, she was very fearful and apprehensive about the future 
deliveries as she is unable to deliver any child and her position in the family has 
reduced because of this reason, she believes so. She has been planning to find work 
for herself and be economically independent as her husband is no longer taking good 
care of her and fears that he might go in for some other relationship as there is no 
moral or social check on her husband as it is in their village. She said that they don‟t 
use any modern contraceptive and use of condom is very rare, she also admitted that 
her awareness about HIV/AIDS is nil.  
Problem: Still birth, no ANC, mental stress, illiteracy 
Case Study No. 9 
Reema is 38 years of age. She was married at the age of 17 years. She married early 
due to her family circumstances. She could not continue her education because her 
financial inability. Her husband is a labourer who hardly could earn Rs.2500/- per 
month. So she could not give education to her children.  
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She takes meal two times in a day. Firstly in the morning and secondly in the evening. 
She liked normally vegetarian food i.e not too much spicy. Curd is included daily in 
her meal. Pulses and green vegetables are used on alternate days. Fruits are used daily 
Her first baby was a girl when she became pregnant after two years. Her husband and 
the family members pressurize her that she has to give birth to a son. At that time her 
family was not aware about the sex detection techniques. She often feared if she will 
give birth to a girl what will happen. After someday her husband‟s friend told him that 
through a ultrasound, sex of the her child can be detected. Her husband brought her to 
private nursing home and got the ultrasound done after knowing the result that it is a 
girl child, became very angry and told her “humen yeh bachcha kisi bhi halat mein nhi 
chahiye(we don‟t want this child in any circumstances). Although she resisted but due 
to the pressure of her family she agreed for abortion. Her mother in law arranged for 
abortion at a clinic and it was done safely. Next time when she became pregnant again 
ultrasound was done and after knowing that it was a male child. Her family was 
happy. 
Problem: Poor financial conditions, son preference, illiteracy 
Case Study No. 10 
Seema Devi, (45) of Schedule caste community is associated with SHG (Self-Help 
Group) since last four years. Her family comprises of her husband, four children and 
in-laws. Earlier her husband used to pull a rickshaw but now he works in lock factory. 
He is suffering from tuberculosis. His monthly income is Rs. 1200 with an 
expenditure ranging between Rs. 50 to 60 a day for his treatment alone.  
Although she is not well educated but is careful regarding the health of the family. In 
the morning family takes healthy breakfast. In lunch and dinner she likes to takes 
spicy vegetarian or non-vegetarian foods. Fruits and chicken are used occasionally. 
Seema's major worries are health expenses. She says that all the time someone is ill in 
the family. It is not like that any of family members have serious chronic disease. But 
seasonal and other diseases because of unhygienic conditions are regular. She spends 
half of her earning on children and family health. 
 Although her own health is matter of concern she hardly consults doctor for the 
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same. Whenever she visits doctor for her children or in-laws medicines she takes 
some pain killers from the quacks. She has back-pain since last two years but she 
does not consult doctors because she has to go to city and she anticipates that it would 
be costly beyond her capacity to meet the expenses. She says that children's health is 
more important. She has lived her life and she is living for children and the family. 
Problem: Poverty, health problem, illiteracy 
Case Study No. 11 
Savetri, (28) a mother having two children (one boy and one girl), is a housewife 
residing at Baniyapara for the last seven years along with her husband and children. 
Her husband is high school from U.P. Board. Although her parents lived in a small 
village she passed Graduation with her own efforts and married at the age of 21. She 
belongs to a vaishya Hindu family. 
Her husband‟s financial condition is not strong. She has her own pucca house having 
all facilities. Her husband is a small businessman. He purchase the plastic item from 
the wholesale shop and sells in retail from a stall set up in the market. 
She takes vegetarian meals daily consisting of green vegetables pulses, rice and curds 
etc. she doesn‟t like oily and spicy meals. Fruits are taken occasionally. 
She is not suffering from any serious diseases. Whenever due to change of weather or 
any other reason her family members become sick, she likes to take treatment from 
government hospital. After two years from the marriage she became pregnant, due to 
shame she could not tell her family about the pregnancy. After sometime her mother 
came and took her to the village and check-up was done by a local dai. She did not 
take any treatment related to the pregnancy. Neither had she taken ANC nor any 
energy giving medicine. And the delivery was arranged under the supervision of a 
local dai in the village. 
After two months when she returned with her husband one of her neighbors asked her 
“why” did she go to village and should stay in Aligarh get the better facility provided 
by the government or private hospital. She replied earnestly, “mujhe pata hi nhi tha is 
kay barey mein mere gaon mein aur ghar mein to koi nhi jata, aur kahan jana hai aur 
kab jana hai yeh bhi maloom nhi tha” (I am ignorant about it and nobody from my 
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family as well as people in my village have any knowledge about these check-ups and 
where to go for it). 
Her friend advised her to take precaution to keep gap between two children. She was 
little bit aware about modern contraceptive methods like OCPs, condom, copper-T, 
but not about the DMPA and ICPs. She is not a regular user of any of the methods 
except condom which they use rarely as protection from unwanted pregnancies. She 
was not aware about HIV/AIDS and the protection aspect of condom against STIs. 
Problem: Low income, No ANC and PNC, ignorancy 
Case Study No. 12 
Mamta (name changed) is a 25 year old woman. She was married two years ago. She 
is well qualified literate women having passed M.A. She lives in joint family. Her 
husband is also graduate in commerce stream. He is a small businessman of batteries. 
He purchases old batteries, changing some parts and materials those become in 
working condition and are sold to customers. Thus he earns Rs.5000 to Rs.10,000/- 
per month. 
Because she is well educated lady so she is very cautious regarding the health of the 
family. In the morning family takes healthy breakfast. In lunch and dinner she likes to 
takes spicy vegetarian or non-vegetarian foods. Fruits and chicken are used 
occasionally. 
Mamta told that although they both are educated her in- laws are still having old 
views. They are in favour of big family. After marriage when she became pregnant 
and could not dare to tell her mother-in-law. She came to know through her husband 
and was very happy. 
One night when her husband was not at home her mother-in-law came to her room 
and sat beside her and said to her, “bahu (daughter-in-law) apney khaney peeney ka 
khayal rakho or bhari wastuain mat uthana” (bahu pay special attention towards your 
diet and never try to lift heavy weight). She replied in affirmative. Then her mother-
in-law again said “bahu larka hi hona chahiye” (give birth to a male Child), she told 
her mother that it is not under her control but she was not satisfied with the answer. 
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Whenever she go to government hospital for check-up, her mother-in-law always 
criticize her and said “ tere anokhi santan nhi ho rhi hai mere bhi panch bachchey 
huey they” (you are not the only one going to give birth to a child, I have also given 
birth to five children). During these circumstances her husband always cooperates . At 
the time of birth my husband admitted me to the hospital and there she gave birth to a 
baby girl. Her husband was very happy but her mother-in-law was unhappy. As the 
time passed she was also changed and keep the baby to her whole day and love her 
very much. 
She was aware about the modern contraceptive methods and has consumed OCPs 
(saheli) for two months and she also knows about the HIV/AIDS. 
Mamta said that the girl education is not very important for her only but also for a 
family support. A literate girl knows better how to take care of her children‟s health 
and education. 
Problem: Old traditions, No ANC, son preferences 
Case Study No. 13 
Manjeet Kaur, (40) is living in Nai Basti Aligarh. She was married at the age of 22 to 
Harmeet singh, who was married before, having two children. This was his second 
marriage because his wife expired after the birth of second baby. Harmeet Singh is an 
insurance agent and earns sufficient money and they were leading a happy and 
prosperous life.  
She takes meal three times (breakfast, lunch and dinner) daily which consists of 
vegetarian and non-vegetarian items both. She takes meal jointly on arrival of her 
husband and children. She prepares veg and non-veg dishes on alternate days. Mutton, 
fish are used occasionally and fruits are also used weekly. 
She is an educated woman and knows each and every thing about family planning. 
After three years of the marriage she became pregnant, after two months pregnancy 
all of a sudden she felt uneasiness and stated heavy bleeding with pain. Her husband 
got her admitted in private nursing home and requested the lady doctor to give best 
treatment. The doctor checked and started the treatment but the bleeding would not 
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stop and the case was referred to the J.N. Medical College for further treatment by the 
private nursing home. 
In Medical College she was admitted and kept in ICU. The doctors of Medical 
College tried their best to stop the bleeding. Anyhow, due to their efforts bleeding 
stopped. But she looked pale and weak due to shortage of blood. During check-up 
doctor found that her ovary was burst. After one month she was discharged with the 
remark that now she cannot conceive again in their whole life. She consulted with 
several doctors of different nursing homes and private practitioners but none of them 
could solve the problem.  
She told that her husband always cooperates with her in all matters however it may be 
money matter, property matter or children matter. She was blindly supported of girl‟s 
education. In her views no community or country can progress without the help of 
women. So, women must be educated. 
Problem: Complication during pregnancy 
Case Study No. 14 
Meera is 35 years old living in Kailash Gali. She was married at the age of 19. She 
belonged to a poor Hindu family and by caste is Chamar. She lives in a joint family 
having 10 members. In case of Meera, who migrated 9 years back to Aligarh from 
Kishanganj, her husband has a cycle/rickshaw repairing shop, he earned satisfactorily 
for the family, as appeared from her living standard.  
She had twins in her womb (revealed from the ultra sound during ANC check-up) 
after sometime she felt suffocated in her seventh month and it was revealed that her 
one baby was dead inside. She took admission in the hospital for ten days and then 
was discharged before delivery, with an advice from the doctor to keep the dead baby 
in the womb till final delivery takes place. She was worried about this unusual 
situation but her doctor consoled her and asked her not to worry. At the end of the 
eighth month she had huge water discharge and severe pain, she was living in very 
remote part of the city and had no one to bring her to the hospital. She came out from 
her home in search of any help where ladies of that locality (Neevri) came forward to 
help her, they covered her in the middle of the street (alley) helping her with the 
delivery, she delivered her first child (dead, girl) than came out the alive one (boy). 
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She told it was a mix feeling of happiness and sorrow. She also shared that if she 
would not have gone for check-up she would never have come to know about the 
critical situation and would have remain unworried about it all through her pregnancy 
but one very crucial aspect she failed to appreciate is that it is the ANC check-up that 
brought forth the seriousness of the situation and there is old saying “ignorance is not 
a bliss”, “agar main checkup nahi karwati to pata hi nahi chalta ke mere ander kya 
hai,aur main pure dinon main itni preshan nahi rahti”(If I haven‟t had the check up 
done, I wouldn‟t have come to know about my condition and wouldn‟t be worried). 
Her family took her to the JNMCH for Post natal checkups as her situation before 
delivery was very unique and critical.   
She herself never used any modern ways of contraception except the time when her 
husband used condom reluctantly only thrice. The sources of her awareness about 
HIV/AIDS are radio and a friend who is her neighbour also. She is only aware about 
the unsafe sexual mode of HIV transfer i.e. from prostitute to her visitors and 
confident that this only happens to those who have low morals. 
Problem: Health problem, poverty, illiteracy 
Case Study No. 15 
Geeta (24) was purchased and brought to Aligarh after marriage from Rajasthan at the 
age of 18 is the mother of three children who were born in her five years of marriage 
and she delivered her first child at the age of 19. She and her husband is both 
illiterate. Her husband is a daily labourer of 34 years of age who on and off earns 
around Rs.1500-2000 per month and wastes substantial part of earning in buying 
alcohol. After coming here she never went back to her native place. 
Her story is narrated by her husband„s paternal aunt who assisted her in all deliveries 
at home. She didn‟t receive any ANC or PNC during all her pregnancies and in all her 
deliveries she took help from her husband‟s aunt who had never assisted in any other 
delivery before and never thought that she had to do such a critical work of assisting 
delivery as she was no expert of it. Such a desperate situation arose because of severe 
financial problem and unawareness regarding surroundings, lack of communication 
with neighbours also compounded the problem so the only help that remained was the 
aunt of her husband who only by seeing other deliveries in the past gather the courage 
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to make such an attempt “maine pahle ek do bar deliveries karwate dekha tha,usi ko 
yad karke iiska bacha paida karwaya”. (I have seen the assisting of delivery few 
times and used my memory to repeat that process to deliver her baby). 
Apparently Geeta is so pale and weak and during this survey she was lactating her 
third child. Problem is multifaceted as she is living in a totally different culture of 
which she is not aware. Moreover language barrier stopped her from sharing her 
problem with others and above all her husband an absolute alcoholic who is not 
concerned about his family‟s financial need and because of it she has to depend on 
others for the food and lack of awareness and communication gap kept her away from 
receiving any good medical care during and after her deliveries. Her husband‟s aunt 
told that she is in pitiable condition and cannot afford anymore delivery. Using lot of 
gestures and sign language with her to know about the usage of contraceptive, she 
admitted that they never used any contraceptive and it was only once that her husband 
tried to use condom but to no avail. She never heard about the HIV/AIDS. 
Problem: Poor financial condition, helplessness, illiteracy, No ANC and PNC. 
Analysis of the Case Studies 
Sometimes statistical analysis fails to reveal the social reality. Therefore, several 
sociologists are of the opinion that research should integrate quantitative and 
qualitative methods for getting better results. Case studies are often seen as prime 
examples of qualitative research which adopts an interpretive approach to data, 
studies things within their context and considers the subjective meaning which people 
bring to their situation. 
For these case studies in addition to the prepared interview schedule, the research 
scholar spent a lot of time with each woman by recording her life history, watching 
her activities and observing her behavior. 
As we know women are the backbone of our society. No society can progress without 
the development of women. For the development, the women should be healthy and 
socio-economically strong. The condition of women in Aligarh is not so better. They 
are facing a number of problems in their daily lives. 
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After analyzing the case studies we observed that most of the women respondent had 
to face problems during pregnancy and delivery due to illiteracy or lack of education, 
poor nutrition, poor financial condition, unawareness of ANC and PNC, unawareness 
of the benefits of the health facilities, importance of family planning, preference to 
male child, stillbirth/abortion and the families dominated by illiterate in laws.  
A large number of women respondents‟ financial conditions is very poor. They have 
to work from dawn to dusk to earn money so that they might arrange two times meal 
for their family. In these circumstances neither they were able to give rich and balance 
diet to their families nor could they give the better education to their children. 
Illiteracy is also big reason of their problems. They do not know what precautions are 
to be taken during the pregnancy. They also do not go to the hospitals for check-up 
(ANC and PNC) where free medical help is provided to them. Some of the women 
respondents are quite unknown about family planning methods. It is also observed 
that the gap between two children is very less. Sometimes it is one year or less. Due to 
this reason mostly women respondents become the patient of anemia. 
Abortion is a common problem of some respondents. Although the reasons are 
different, sometimes the abortion was done for want of male child. Mental stress, 
physical weakness and poor nutrition‟s are also the reasons of abortion/miscarriages. 
Some families are controlled by their old parents. They do not like that their family‟s 
women go to hospital for delivery. They take the help of local Dai, who were not 
technically qualified. This is all due to old traditions, and the hospitals were far away 
from their homes. They were also not aware with harmful effects during this process. 
Rate of deaths of women was also high than now. 
Case studies also depict that joint family (case no.1,3,5,6,10,14,12) norm is prevalent 
in Aligarh, although there are nuclear families (case no.2,4,7,8,9,11,15) also. In joint 
families the respondents play a minimum role in decision-making although they are 
fully empowered for taking decisions regarding their children. In most of the nuclear 
families decisions are taken jointly by husband and wife. More educated women seem 
to enjoy greater authority in decision making as compared to less educated women. 
The ideal number of children was found to be2-3 giving equal preference to son and 
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daughter. This shows that with advancement in education, 2-3 children have become a 
norm among the women in Aligarh. 
All of these case studies have pointed out that the relative old social structures, 
obsolete customs and practices are being challenged with the advancement in 
education among women in Aligarh. These changes have taken the women out of the 
protected environment of the past into the modern world of empowerment. The case 
studies clearly indicate that there is a slightly considerable change in the status of 
women in Aligarh and we come to the conclusion that this change is a result of 
education and facilities provided by the government from time to time to improve 
health and empowerment. 
The empirical data (Chapter no.2 and 4) also clearly reveals that in Aligarh today, 
women‟s education, health and empowerment is viewed as a crucial human capital 
investment and an avenue to salaried employment, independence, decision-
making and enhanced social status. These findings are in tune with the findings of the 
case studies. Thus it can be concluded that case studies justify the empirical data thus 
supporting the quantitative analysis. 
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Chapter-6 
POLICIES AND PROGRAMMES  
The Indian government, since long time, has been striving to plan, introduce and 
successfully implementing various healthcare programs. Both, central and state 
governments are taking measures to eradicate poverty and bringing down gender 
discrimination. Both governments have started and implemented a lot of schemes and 
programs. These programs are designed to help improve the condition of women, to 
make them employed and to empower them in this process. Self Help Groups (SHG) 
is also one of the movements in this direction. SHG programs have portrayed a great 
character in the development and fulfillment of the broader objective of “women 
empowerment”. Largely, central government has successfully implemented these 
programs with the help of respective state governments. 
Since after independence, Indian government has three priorities to bring social 
change in the country. Firstly there was an immediate need to introduce Constitutional 
and legal reforms; secondly, economic policy needed to be developed which was done 
by adopting mixed economy model; and finally, helping State governments in 
supporting welfare activities. 
All of these above policy reforms were anticipated to build an egalitarian, fair and 
affluent nation. Consequently, these three steps bore positive influences on the 
condition of women. 
India got independence on 15 August 1947 and became a republic on 26 January 
1950.  Government constituted a Planning Commission to plan, implement and 
monitor several programs and policies. The purpose of Planning Commission was to 
plan and prepare a guiding framework for growth and advancement of the country. It 
was year 1951 when first commission was constituted. The duration of this planning 
commission was from 1951 to 1956. Apart from economic parameters, the first 
commission studied many root level issues in area of health care. Gopalan has traced 
investment behavior related to family health and welfare. 
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Healthcare sector was allotted only between 1.75 to 3.33 percent. There was a 
receding fashion in estimated allocation for the healthcare sector in subsequent plans. 
On the other side of this, there was some marginal increment in outlays of family 
welfare plans. However this was very small varying between .001 percent to 1.81 
percent. The focus was on reproductive health and child health rather than overall 
general health care of women. As this has resulted in direct negligence of females in 
other age groups, it may be viewed as a disregard to overall wellbeing of women. In 
addition, these came out as “vertical programs” leaving no scope for amalgamations 
of health sector programs with other sectors. 
Further, involvement of Panchayati Raj Institutions was ignoring in spite of its 
mention in state acts. This error was acknowledged by Department of Family Welfare 
(DFW) and Panchayati Raj Institutions were given due importance in the sector of 
health service through process of capacity building. 
 Research has obtained certain articles, focused on particular countries, explaining and 
arguing the benefits of decentralization of health care system, which includes 
improvement in responsibility or liability, better and effective management of funds 
and other resources, well-developed logistic structure. (Mills 1990) Many studies 
caution that such decentralization could end in a discriminatory division of resources 
or may create challenges with respect to inadequate human resource competency. 
(Hardee, 1999); Kolernain-Aitken, 1999); Lubben, 2002). Many other studies related 
to women‟s groups frequently report the link between privatization and changes in 
healthcare sector, which has resulted in a worse condition of reproductive health. 
Anne Mills maps the critical institutional dissimilarities of four unique types of 
decentralization, which are as follows 1) de-concentration, 2) devolution, 3) 
delegation and finally 4) privatization. Devolution indicates movements towards a 
dynamic force from basic to trifle in regulation work style of workplaces in Ministry 
of Health. This also refers to this dynamic force‟s movement from the Ministry of 
Health to vicinity, to different state or to the regional or local powers. This reflects in 
assigning or shifting power from the Ministry of Health to autonomous organization, 
semi funded or fully funded organizations. 
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Mostly, such organizations are made up of boards of directors who act for different 
stakeholders, including workers, industry, or government. Privatization denotes 
predetermining contracts created between the public and private sector for distribution 
of services. Such -ideas are now generally employed to coordinate between different 
forms of health care system decentralization.  
Bossert (2002) maintains that decentralization should not be an end itself; instead it 
should be a “means to an end” of achieving the larger objectives of justice, 
productivity, excellence and access to health care. Hilary Standing (1997) offers a 
contextual outline for assessing reforms in health sector pertaining to gender. 
Discussing that gender is an important statistical parameter of vulnerability in social 
and economic context in many developing countries, she further asserts that any 
endeavor to improve equity in health care system through reforms health sector 
should take account of gender element. 
This methodology separates information on the basis of gender to determine the effects 
of wellbeing for instance, while surveying the effects of consumer fee on health care 
usage, Standing's model would disaggregate men and women's utilization of' various 
amenities. She asserts this would uncover more about the genuine effects of a health care 
strategy on value, Center for Health and Gender Equity (CHANGE) led two studies on 
health care change in India.  
Without a federal-level health care change approach, Indian states have embraced diverse 
health care changes. The latest improvement in 73rd Amendment to the Indian 
Constitution considers decentralization of healthcare to Panchayats, or related lawmaking 
bodies. The study give a blueprint of the (CHANGE) venture by incorporating the 
accompanying exercises, survey of existing policy records, investigation of national and 
state budget spending plans; analysis of stakeholders with state, policy makers state and 
central level,  also including group interviews with members of service providers and 
community groups. (CHANGE) inspected the course of action of decentralization and its 
consequences on reproductive health care delivery, in clinics in Kerala at primary care 
level. 
Further, by looking at the educational status of women it can be expressed that 
education is a great constituent of empowerment. The right to education is referred to 
as a fundamental right in the Constitution.  In spite of this, it took 45 years to 
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acknowledge the detrimental status of women and female children, as far as access to 
education was concerned. The National Policy on Education, in 1992, stressed the 
problem of women's equity and justice by means of education for the very first time. 
Several efforts were made attract girl children to enroll in schools by launching 
schemes such as: the Operation Blackboard, Total Literacy Campaign, Lok Jumbis, 
Mahila Samakhya, District Primary Education Programme and Mid-Day Meals. All 
these efforts have yielded some results. For example, female literacy rate increased 
from 39% to 54% between 1991 and 2001. Though, the adult literacy rate (i.e., 15 
years and above) in 1997 for female was 47%, opposed to 70% for males. 
Parliamentary Standing Committee on Human Resource Development had correctly 
forecast in the year 2000-01, “India may not be able to reach 75% literacy by 
2005.” 
Indian Government used only 6.6 percent of the entire plan spending in 1999-2000, 
considering the promise of spending 6% of the Gross Domestic Product (GDP). 
Nonetheless, it is important to observe that the special literacy programme intended 
for women has generated some enthusiasm, specifically in rural areas. Women have 
attempted to discarded the orthodox representations of subservience. For instance, 
women in Sindhudung district of Maharashtra, got so motivated that they determined 
to ride on bicycles. Likewise, women of Dumka district in Bihar removed their 
shrouds after joining the literacy camp. Lastly, women belonging to Nellore district 
of Andhra region stirred up N.T. Ramarao's regime by protesting on the issue of 
arrack liquor. 
Government Policies and Programmes 
Since 1974, with the publication of Towards Equality Report, government of India 
has imposed a number of policies to make women‟s position discernable in economic, 
social and political areas. To understand and evaluate the work carried out by these 
policies, we have analyzed these policies. 
Many five year plans were introduced and initially most plans are subjected to work 
for the development of women and focused mainly on women‟s welfare. Mahila 
Mandals, which work for development of women at primary level, were formed 
during Second Five Year Plans, and idea of high importance of women education was 
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indicated in third, fourth and other short term plans. Fifth Year Plans has marked a 
change from welfare to development. For the first time, a chapter on Women in 
development was presented in Sixth Five Year Plan (1982-87), concentrating mainly 
over education, access to health and family planning, economic independence and 
employment. The next five year (1992-97) had a diverse methodology, this plan 
aimed at employment, education and health more than the assessment of partners in 
development process. 
Indian government had made some commitments in Beijing Conference in 1995, 
which it recalled in 2000 and formed an organization that handles gender 
mainstreaming in the Department of Women and Child Development that is 
controlled by Prime Minister‟s office directly. 
This commission was ordered to examine the application of more than 47 welfare-
oriented schemes. The commission took up a „dual strategy‟ for mainstreaming the 
matter of gender. 
a- Highlighting the effects of mainstreaming of gender in all development 
activities. 
b- To sort out the restriction encountered by women, several plans have been 
developed and applied solely for them. 
A notable vow made by government of India in its Ninth Five Year Plan was that 
there was an entirely dedicated chapter on women‟s empowerment. This plan contains 
the implementation of National Policy for Women‟s Empowerment and added a 
women‟s component plan to confirm the 30% fund flow to women from other 
development sectors. Establishing Self-Help Groups (SHG), generalizing mid-day 
meals and promoting Development bank that made credit to be easily available for 
women entrepreneur, were the tactics of this plan to make it successful. Simply this 
plan tried to unite resources, available services and infrastructure and also the 
man/woman power present in women oriented and women related areas. The growth 
made on women‟s empowerment was reflected in Mid-term review of Ninth Five 
Year Plan. 
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Again in 2002-07, the Tenth Five Year Plan reexamined their earlier tactics and 
formed two groups to work for social and economic empowerment of women and this 
group proposed following suggestions 
a- It suggested the approach that totals people‟s entitlement as they were aware 
of role of market and women‟s expectations. 
b- It also advised to promote and increase in investment in social sector to 
improve health and education. 
c- To spread out and to range out as many as people, the primary leadership 
should be utilized. 
From the Ninth Five Year Plan clear 30% funds/benefits were assigned to women-
oriented areas on basis of obvious references and combined women‟s component in 
all plan documents. But Planning Commission examined the progress and conclude 
that only 43% of whole budget support have been used for women in 15 
departments/ministries while the soft departments such as family welfare, health, 
education, Indian medicine systems consumed only 50 -80% of plan expense 
(Economic Survey: 2002-03). 
With the help of National Institute of Public Finance and Policy, Indian government, 
for the first time, calculated the budget on gender basis in 2001-02. Using these data, 
the Department of Women and Child Development evaluated the annual budget of 
2002-03. This budget exposed 3% increase in asset allotment for women oriented 
schemes amounting from 32.6 million to 33.58 million and relatively pro-woman 
schemes showed an increase of 23% with respect to women-specific schemes. 
Though, the importance of both terms “women-specific‟ and „pro-woman‟ remained 
unclear in this survey. 
All states of the country, in relation to their budgetary position, together observed a 
sharp decrease in share of development from 72% to 63% during the 1980-81 and 
1995-95 periods. This is considered to be a cause of overlying increased debts and 
elevated interest rates on money lending. As study limits the real position of situation 
happened after 1995-96 but it can be easily interpreted that this following pattern of 
development is still in progress as the state‟s financial position in not still stabilized. 
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Empowerment Policy 
For women belonging to Scheduled caste and vulnerable groups, the Indian 
government revised its promises and commitments of Ninth Five Year Plan by 
forming a National Policy for Empowerment of Women in 2001. This policy favors 
the abolishment of poverty in consideration to women. 
Department of Women and Child Development exhibited the necessity of modifying 
policies for better approach to employment and this also concerned the influence of 
globalization on women. This policy overlooked the main element of reporting land 
and gender issues, although it emphasized on efficiency of resource management. It 
analyzed development policies for gender equality on the basis of the following. 
a- Household as a unit of planning 
b- Sectorial approach to planning. 
According to the first approach, gender is considered as supplementary class more 
than a pre-present class. This can be understood by example of selection of household 
as part in assigning loans and Indira Awas Yojna. But real world statistics show the 
family seems to be connected by robust and unfair gender relations. The condition of 
messing up of policies arises when departments of different sectors finalizes decisions 
to women without discussing with the other departments. This sidelines the gender 
component and non-implementation of policies for gender purpose. 
Sarla Gopalan, summarized the data of gender equality after publication of the report 
“Towards Equality – The Unfinished status of Women in India-2001”, and deduced   
that the government of India has worked for woman empowerment and succeeded in 
some of its efforts and has confronted some restrictions also. The overall performance 
has been a balance of either accomplishments or failures in both social and economic 
sectors for empowerment of women. 
Socially, politically and economically, land still matters for people in India. 
Agriculture contributes 40% share in Gross Domestic Product. In context of land 
rights, Indian women generally face ignorance and demand of girl child has always 
been low. Noticeably, policies have also been excluding land related suggestions. So 
the women are facing challenges in acquiring their economic rights and land 
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ownership as the government only understands the problem from a definitive  and less 
addressing angle (Agarwal, 2000). 
Assuaging and improving the poverty conditions has been a marked matter of concern 
for India‟s National Policy and to resolve this problem, micro-finance was thought to 
be a groundbreaker because women constitute a large number of the poor. Micro-
finance allows control over economically productive resources. To remove barriers in 
having financial aid and to make the women self-employed rather than depending on 
old methods of money borrowing, Indian government started Self-Employed 
Women‟s Association (SEWA) which helped women by providing financial services. 
Attending a higher position, having a whopping count of 220,000 members, 262 
producer groups and 72 co-operatives, this association succeeded in its goal. With a 
similar kind of objective, in 1983, Bangladesh started a similar cooperative, by 
providing financial assistance to women with the help on Grameen Ban. The report 
that analyzed this programme found it as the largest rural financial institution, 
counting 2.3 million borrowers from which 94% were women and its loan repayments 
exceeded 98% 
To enhance women‟s position as entrepreneurs, government initiated micro-credit to 
develop micro-enterprises that address women groups. This programme, Development 
of Women and Child in Rural Areas - 1982, seemed to be work well in Andhra 
Pradesh but generally it didn‟t achieve so much appreciation because people were 
unclear in identifying themselves. This was a part of poverty suppression called 
Integrated Rural Development Programme. 
Swa-ranjayanti Gram Swarozgar Yojana (SGSY) was started in April 1999 with the 
aim of forming micro-enterprises in rural areas. It also focused on local area potential 
and ability of poor people to perform.  Distinctly this programme attempted to 
comprehend various component like organization of the poor into Self-Help Groups 
(SHG); capacity building and training of SHG; selection of key activities and pairing 
of activity clusters, infrastructure planning  activity clusters, infrastructure build up, 
appropriate technology and marketing support for selling products. Dissimilar to the 
earlier programme, SGSY concentrated mainly on groups of poor at primary level. It 
also involved Gram Sabha by recruiting recipients from them. The method of social 
mobilization was done to eliminate poverty incidences. 
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The involvement of elements such as awareness generation, achievement of economic 
strength through micro-level, income-generating activities, was observed in Indira 
Mahila yojana in 2001 for the perspective of advancement in economic empowerment 
and access to micro-credit. The government renamed the programme as 
Swamyamsidha for the purpose of developing local skills and community spirit 
among the poor. Then the scheme „Swasshakti‟ in support of rural development of 
women was launched and funded centrally. The main goal of this scheme was to 
stabilize and facilitate  fund and provide it in the form of interest bearing loans. 
National Policy of Women (2001) 
In 2001, with the goal of empowering women and furthering their advancement, 
National Policy of Women was introduced. Its objectives involves 
a- Establishing an environment where women can realize their total potential 
with help of promoting economic and social policies. 
b- Complete utilization of all human rights and basic freedom equally in all 
sectors and fields. 
c- Equal access to participation and decision-making in social, political and 
economic life of a nation 
d- Removing any discrimination by improving legal system 
e- Modifying thoughts of community by active involvement 
f- Highlighting  gender in development process 
g- Women and girl child protection from all forms of violence. 
The Indian Constitution supports environment that allows equal movement of men 
and women and their contributions to development. It opposes the social environment 
where discrimination takes place on any basis otherwise it helps in establishing a 
balanced arena where everyone supports equality. Problems of poverty which causes 
numerous challenges for women can be resolved by planned development as it works 
efficiently (Kitchlu,1986). Otherwise a serious effect of this can be seen on Indian 
women. Our first Prime Minister, Jawaharlal Nehru was aware of the problem of our 
country‟s women so he established these Five Year Plans to sustain position of Indian 
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women. The planning commission‟s “Plans and Prospects for Social Welfare in India 
1951 – 1961” spells out social welfare services as intending to cater to the special 
needs of persons and groups because of some handicap, (social, economic, physical or 
mental), are unable to avail or are traditionally denied the amenities and services 
provided by the community (Gupta 1986). 
„Towards Equality‟ report announced the status of women as socially handicapped 
and social welfare services have attempted to secure the position of women and to 
modify  social thoughts of society. 
National Perspective Plan for Women 1988 – 2000 A.D. 
Department of Women and Child Development under ministry of Human Resource 
Development introduced National Perspective Plan for women‟s development. This 
plan provides a boost and receptiveness to development programmes without 
demanding higher investment and resources. This especially works for rural women. 
The concept of National Perspective plan entirely endorses development of women 
(Kalbagh 1995). 
Following are suggestions provided in National Perspective Plan:- 
1- Without impeding support provided by other ministries, there is a need for 
organized collaboration between ministry and other monitoring bodies in 
Department of Women and Child Development. 
2- Educated girls should be brought in light for contribution of country‟s 
development by generalizing the importance of education for girls. 
3- There is need of abolishing and removing favoritism of male over female in 
wages differentials. 
4- A women‟s cell should be established in all departments, ministries and 
planning commission. 
5- A refreshing tactic should be adopted by national media to modify biased 
social thoughts towards girls and women. 
6- There is a demand of reexamining the judiciary, law and other elements to 
potentially increase justice and equality. 
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7- Involvement of women in decision and planning at all government levels is 
required. In panchayat and district, an 8.30% reservation should be sanctioned 
for women. 
8- It is essential to enhance the value of voluntary action. 
Schemes for Women and Child Development 
Nodal agency contains advanced policies for women welfare, empowerment and 
development. These policies work over a large scale that involves shelter need for 
women, their security, health, food and other necessities. This policy also covers 
requirement of skill development, credit access, marketing and education for women.  
For economic encouragement and support services, schemes like Swashakti, 
Swayamsidha, STEP, working women hostels and Crèches have been introduced by 
the Indian government. For protection and rehabilitation, idea short stay homes and 
Swadhar schemes will help women in problematic conditions. And independent 
bodies like National Commission, Central Social Welfare Board and Rashtriya Mahila 
Losh are also favoured by Ministry to work in context of Women Development. All 
these schemes are proposed in Tenth Five year plan which will continue to be present 
in Eleventh Plan with of new schemes also. 
Schemes for Economic Empowerment 
These are the following schemes proposed for development of women 
Swa-Shakti 
This scheme was launched in October 1999 and ended in 30
th
 june 2005, with the 
collaboration of IFAD, WD and government of India. Through the elements like 
micro-credit, SHGs and income generating activities, this scheme attempted to 
endorse women‟s development socially and economically. As a sponsored project this 
scheme worked over 9 states having 57 districts, containing 335 blocks and founded 
17,647 SHGs covering 2,44,000 women. 
Swayamsiddha 
This scheme worked cohesively by establishment of SHGs in Feb 2001 and was 
centrally funded. It performed effectively to concentrate all enduring sectorial 
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programmes by enhancing women‟s access to micro-credit and economic resources. 
This scheme was successful in delivering environment for women‟s development and 
empowerment. It finished its work in March 2007 after working for 9,89,485 women 
through 67971 SHGs benefiting women of 650 blocks of the Country. 
In 11
th
 plan, it was suggested to start women‟s empowerment and livelihood project in 
four districts of UP and two districts of Bihar under supervision of IFAD. Also the 
fusion of Swayamsidha and Swashakti was presented in 11
th
 plan named as 
Swayamsidha Phase II and this recommendation was also put forward by Mid Term 
Appraisal Report of 10
th
 plan as both schemes work on same objectives. Both 
schemes collectively teaches similar things so there should be  universalized 
Swayamsidhda which provide unified  collection of training inputs for women 
empowerment involving skill development and training in both traditional and non-
traditional sectors. It was recommended to imply this proposal at extended scale in 
next stage of this plan.  
3000 crore rupees are the expected value of budget required to accomplish both Phase 
II of Swayamsidha and IFAD Project. 
Swawlamban Programme 
Women‟s Economic Programme, now known as Swawlamban, was initiated by 
government of India in 1982-83 with support of Norwegian Agency for Development 
Corporation (NORAD) which lasted to work with Indian government till 1996-97, 
after which programme is being entirely funded by government of India. This 
programme functions to improve the skills of women and to provide them 
opportunities to attend a sustainable economic method of employment. This 
programme aims at those groups which are more prone to the problem of domination 
of society like scheduled castes and tribes. To obtain better results, this scheme has 
been transferred to State government for 1
st
 April 2006 by order of Planning 
Commission. 
Support to Training and Employment Programme (STEP) 
STEP functions for the women of traditional sectors, lacking new knowledge, skills 
and asset. A combined group of women are formed in this project and supplied a set 
of necessary services like health care, elementary education, market linkage in 
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addition to other services such as access to credit etc. This scheme was implemented 
in 1987 and after the estimation of result from the analyzed data it has been proposed 
to restore this scheme and the chances of delivering skill development training and 
collaboration with Rashtriya Mandal Kosh is being considered for credit attachment. 
This scheme has proposed a required budget of 240 crore rupees in Eleventh Plan.. 
Support Services 
Construction of Working Women Hostels 
This scheme is centrally funded and works with aim to offer financial assistance to 
NGOs and other organizations to build affordable and safe places named as Working 
Women hostel, having day care unit for women. It was found in Tenth Plan that the 
expenditure of funds provided to NGOs and other bodies was unsatisfactory because 
of severe rues of funding and unsuitable proposals from the organizations. 
Creches 
Basically, this scheme covers the responsibility of children of ailing women of society 
to provide a safe and learning environment to children when their mothers are at work 
or either not present for some reason. Working Group on Child Development is being 
roofed by its Ministry. 
Relief, Protection and Rehabilitation to Women in Difficult Circumstances 
Swadhar 
Swadhar was started to provide support to impoverished women living in harsh 
conditions. This schemes was launched in 2001-02 to cover all aspects to support 
women, having following ideas 
1- To offer social and economic support to those girls and women who are facing 
challenges in accessing fundamental need by a sidelining society. 
2- To enhance and to buildup women emotionally by counseling. 
3- To generate confidence in poor women by awarding them with the effects of 
education, skill development and personality advancement. 
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4- Involving both government and non-government sectors to establish legal and 
clinical support for women. 
5- To provide communication facilities like help line and portals. 
Under this scheme women of different victimized conditions are covered such as 
trafficked women, women prisoners who are recently released, mentally unstable 
women and other disease bearing women( like having  HIV/AIDS). 
Women face many obstructions in society because of lack of economic independence. 
To overcome this problem, providing training and developing skills to women in 
various fields will help in obtaining sustained employment. Although this scheme 
currently delivers vocational training without receiving funds especially for this 
purpose. There are suggestions advised in XI plan regarding modification of rules for 
food, medical and other expenses and the allotment of fund for providing vocational 
training to women. This scheme has a pleaded budget of 1000 crore rupees for 
building shelter homes and demanded some changes in scheme. 
Compensation to Rape Victims 
National Commission for Women has been ordered in writ petition (CRL) No 362/93 
by The Hon‟ble Supreme Court in Delhi Working Women‟s Forum vs. Union of India 
to advance as a „scheme so as to wipe out the tears of unfortunate victims of rape‟. 
After which NCW has planned a scheme „Relief to and Rehabilitation of Rape 
Victims‟ and suggested it to reveal this scheme in XI plan with budgetary requirement 
of 250 crore rupees. 
Implementation of Protection from Domestic Violence Act and Other Acts of the 
Ministry 
This scheme was planned to be effectively implemented in XI plan and brought up in 
focus on 26
th
 October 2006. For the efficient working of this plan, (PWDVA), it 
requires a well-organized framework. There is a need of constructing ability of 
protection officers, service providers, judiciary members, medical faculty, counselors, 
and lawyers and also to alert these bodies with the issue of domestic violence and 
utilization of law. 
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Observing the response of people on the work of recruited protection officers and 
monitoring the implementation of plan by setting up an effective MIS, will enhance 
the efficiency of pogramme.  In spite of this, advertising this Act publically will help 
in building the coherent sources which can provide s suitable member easily. A fund 
requirement of 500 crore rupees is proposed to execute PWDVA in XI Plan 
Women’s Access to Health Facilities in Aligarh City 
It is evident that the reproductive health of women is basically considered in a matter 
of being mother, even though there are numerous cases of deliveries being done in 
unsuitable places and unhygienic conditions, ignoring gynecological injuries. A 
number of cases of abortions have also been witnessed in society. The people‟s 
concern of reproductive health is reducing down to focus on the uterus, which is 
opposed by Women‟s health movement. Therefore, there is need for concentraing the 
advancement of Women‟s health programme to impede the result that happened to 
MCH programme. Women require an easily available and understandable health care 
unit for special needs. 
Health services provided in urban areas are a different enigma. Rich urban people are 
more likely to get services easily with the help of their money while the urban poor 
people faces most of the problem in accessing the health services, even more difficult 
than rural people, because the urban society has, more control over the economy and 
most of the things are not freely available. The low income and less information put 
the urban poor people on the margin. As the rural people get health services provided 
by government and other bodies, while in urban area these NGOs do not get entry in 
quality hospitals and providers without paying them. 
Statistically, India bears enough health care infrastructure but in reality, the medical 
services of public sector and 2/3 of private sector are too much inclined to provide in 
urban areas. 
Aligarh has both public and private sector, which provide healthcare services to 2.99 
million inhabitants of the city; such as Medical Department, health and family welfare 
in Public sector while hospitals, nursing homes and clinics in Private sectors. The city 
is supported by 11 urban health posts and 7 family and health welfare sub-centers. J.N 
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Medical College is a central government body, and other state health centers fulfill the 
secondary demands of inhabitants. 
There are several hospitals like Gyanendra Prasad Hospital, Sanjeevani Hospital, 
Firoz Specialist Hospital, Maa Maya Hospital, Krishna Hospital, Anand Hospital, 
Varun Hospital and Jeewan Jyoti International Oncology Cancer Centre which 
collectively provide services of different branches of medical specialization such as 
anesthesiology, dermatology, general surgery, Physiotherapy, dental and internal 
medicine. The city contains 90 private clinics and various well equipped and 
advanced diagnostic center which offers affordable diagnostic services such as 
Ultrasound, MRI,s X-Ray, Mammography, CT Scan. HP Blood bank is a private 
blood bank present in the city. All these centers likely have timings from 9.30 a.m. to 
9 p.m. throughout the weak except Saturday. 
Another branch of medicine, Homeopathy, is also present in the city and is well 
developed. Aligarh provides a high valued treatment and services to people in 
Homeopathy through its advanced centers. Life care advanced Homeopathy Clinic 
and Research Centre, Devatray Homeopathic Hospital, Krishna Homeo Clinic, Gupta 
Homoeo Clinic are best clinics present in the city delivering a good quality 
homeopathic treatment. 
Prevailing Public Health Services in Aligarh 
Insufficient Primary Health Organization: In Aligarh, there are six State 
Government and Seven NRHM supported HPDs.  All six State Government supported 
HPDs have inadequate space (one room), & no Medical officer. In the NRHM 
supported HPDs, there are less ANMs. Hence all the 13 existing HPDs are 
functioning at sub optimal level. Also, as the NUHM norms, according to Aligarh 
population, Five additional HPDs will be needed with adequate Human Resources 
(Doctors and Para Medical Staff)to reach slums and small poverty clusters/ 
settlements.  
 Feeble Outreach services: The ANMs posted at HPDs (now UPHCs) are quite low: 
21 against 90 ANMs to reach all urban population including all urban poor,  who 
reside in 185 listed and more than 32 unlisted slums, population of both listed and 
unlisted slums is increasing rapidly. At present, the services are limited to reaching all 
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in Intensive Immunisation Week, Pulse Polio drive and Family planning through 
ANM, AWWs. CMC( in High Risk Areas) and PE (covering all listed and unlisted 
slums focusing on Family Planning Services and supporting ANM& AWW for other  
MCH services) . However, large number of urban poor do not get regular MCH 
services like immunization, Home-based New born care (HBNC) and focus 
counseling services on MCH issues.   
 Feeble Useful Union of Urban Health Stakeholders: In Aligarh, there are various 
programs which are aimed at improving the condition of urban slums. There are 
various stakeholders like sanitation, water supply, ICDS, DUDA public distribution 
system, education and labour department whose work directly affects the Heath of 
slum dwellers. The fact that there is no commonly agreed list of  slums among 
Municipal Corporation, DUDA, Health and other  Departments along with other 
Development agencies( NPSPWHO, UNICEF, UHI). There is little functional 
coordination among various government departments and they function in isolation. 
The coordination will also strengthen Health Department efforts in strengthening 
Primary Health care services in large peri urban settlements e.g. Mahfooz Nagar, 
which has large urban poor. The Up gradation of UPHC to UCHC will also require 
coordination among all Government Departments so that l and is available to Health 
Department.  
Feeble ability of Urban Local Bodies: The Aligarh Municipal Corporation focusses 
on Sanitation and Water supply issues with a weak focus on Health issues.  As per the 
74 Amendment, Urban Local bodies are responsible for Health services in urban 
areas. The Aligarh Municipal Corporation is presently having no health facility of its 
own.  There is need to plan for improving capacities of elected corporators (Sabhasad) 
and improve the performance of Urban Local bodies for better management of urban 
health needs and poverty alleviation efforts.  
 Insufficient Mahila Aarogya Samiti (MAS): Even though Aligarh has strong 
presence of Peer Educators (344) under UHI program focusing on Family Planning 
and CMCs (UNICEF supported) in High risk areas for Polio program, there are few 
strong mahila Aarogya Samiti to support PE/ CMC or the New ASHA who will be 
appointed under NUHM. Presence & capacity building of MAS will help in 
strengthening preventive health services at slum level. 
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Hospitals in Aligarh 
Multi-specialty hospitals include Cancer Hospitals, Medical Colleges and Hospitals, 
Dental Hospitals, Eye Hospitals etc. are public and private hospitals presently 
available in the city with well-developed and well equipped facilities. 
In conclusion, it is clear that planned development acts very efficiently to overcome a 
large number of problems including abolishment of poverty, maintaining equality and 
establishing a non-discriminating society for rural people, especially for women. 
Following the idea of Women Empowerment, many schemes were launched and 
polices were implemented in various Five Year Plans. To improve the women‟s status 
in society and to create a wealthy and unbiased environment, different efforts are 
made by the government.  
Thus, in this chapter, we have inspected and studied governmental policies and 
programmes launched with aim of women empowerment. (http://www.aligarhonline. 
in/city-guide/healthcare-facilities-in-aligarh) 
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Chapter-7 
CONCLUSION 
From the foregoing discussions, we conclude that the dignity of women is an 
important factor to consider for the development of the society. Historically, their 
position was extremely unfair. They do not have individual choices and they cannot 
make any decisions. Women were deprived of these basic rights. They were under the 
full control of men. They were, also, not supposed to seek any kind of gainful 
employment outside the family.  Such unfairness it obstructed their economic 
development as well as reduced their social position. 
The most important, momentous efforts to unshackle women were made during the 
period of freedom movement in our nation. During this period, women made their 
efforts felt by participating in the movement. Their enthusiasm and patriotism show 
that they were in no way unequal to men in the society. After the Industrial 
Revolution, the social situation has changed throughout the world. Now, a family is 
not at the center of production. Due to industrialization and urbanization, new social 
norms and values came into force. Other factors like job opportunities, economic 
hardship, favorable social and cultural situation, encourage women to seek 
employment. 
This study is broadly concerned with the issue of women empowerment, gender 
inequality and reproductive health among women in Aligarh. The effective measures 
which have been taken by the national as well as international organizations to 
improve the status of women in the city were discussed.  
There was found violation of three basic fundamental rights, namely liberty, social 
justice and equality. Right of liberty specifies the idea of civil and political rights 
conferred to the citizens, and the right of justice speaks about the economic and social 
rights. However, the right of equality has an overriding effect on both the above 
rights. Distributive justice arises only in the scenario of tragic economic choices when 
allocation of scarce resources and the setting of priorities were required. But along 
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with the issues raised by this study, concentration is on the policy makers and health 
providers and their views in relation to the women and to the idea of respect for 
human dignity and the right to reproductive autonomy. Advancing general human 
rights to women’s struggles for sexual and reproductive health were of main concern. 
Advocates and philosophers of women’s human rights have given their views on the 
ways in which women’s status is linked with the reduction of women to their physical 
selves, through social and political processes. To understand a woman’s approach 
towards sexual and reproductive health, one has to understand that reproductive health 
involves more than just the biological workings of a woman’s womb. This means 
trusting women as autonomous beings who are able to take control over their sexual 
and reproductive lives, and are able to take decisions on these matters, on the basis of 
access to adequate information. Due to the status of women in the society, their right 
to reproductive autonomy is impaired. Enjoyment of this right depends on the right to 
act as an independent adult, and to participate in full legal capacity in civil society, 
and to be free from various forms of discrimination prevailing in the society. All 
human rights, excluding the right of reproductive choice, like civil and political, 
economic and social, have limited meaning to advance the well-being of the women. 
Human rights are aspirations to equal membership, full participation and active 
involvement in society. Rights give shape to relationships of power, trust, 
responsibility and obligation. It empowers people. They make us aware of our own 
powers and responsibilities to others who are less fortunate, us, specifically those who 
are the most vulnerable and disadvantaged groups of the society. When we look at our 
surroundings environment and listen to the stories of our elders, we learn different 
ways to exercise our powers and position to improve the position of others. Through 
this we understand that right to sexual and reproductive health is relevant in various 
ways to policy makers, program designers, and providers. 
The discussion on human rights never provides any instant and suitable answers to the 
problems and hurdles that arise in any given situations. These are not of absolute 
value and with the practical sense that they influence all other considerations. In 
certain situations, the right of one person may be conflict with the right of another. 
However, the rights are absolute with the views that they must be entertained and 
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balanced against other interests. While making and implementing laws and policies 
and in the delivery of services, the rule is that the violations of human rights will be 
entertained only as a measure of last resort; and after considering all the possible 
means of achieving the desired aim have been exhausted. When several measures, 
being comparably effective, are available, then preference is given to those which are 
least unfavorable alternatives in terms of effect on the enjoyment of human rights. 
The process of planning among various alternatives in view of the effects on human 
rights increase our understanding of the compromises we make in reality while 
making an effort for an ideal world in which every human is equal and his dignity is 
of paramount value. 
In today’s society, women’s are considered under distinctive groups. Today, they are 
employed in construction sites, agriculture, beedi rolling, crafts sector, home-based 
work, livestock, food processing, textile and garment industry, handloom industry, 
street vending, rag picking, lock industry, agarbati industry, thermometers industry 
and various other service sectors. But unfortunately, still there are various factors 
prevailing in the society that have caused women to lag behind men. There are 
various important factors prevailing in the society which are responsible for the low 
level of women’s employment such as dependency, accommodation, education, 
training, unionism, infrastructure, payment, social attitude, traditions, customs, 
marriage, domestic chores, immobility, child care, supplementing income, 
technological development, gender based division of labour, biological differences, 
child rearing, sexual harassment and lack of confidence. Women continue to remain 
in labour force. 
Although, working outside their homes solved their economic problem to a great 
extent, it also gave rise to various other problems and difficulties due to peculiar 
biological, social and psychological conditions. Basically, in India, societies do not 
motivate women for employment, as they are still preferred as reproductive actors 
rather than producing ones. It also downgrades women to a position below to man and 
impound them to the role of homemaker. 
There are various types of problems and difficulties at the working place for the 
women. In the workplace, they face problems like low and discriminatory wages, lack 
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of secured employment, exploitative working conditions, sexual harassment, and 
many others. Sexual harassment at the workplace affects their health, personal as well 
as economic livelihood. It also affects the moral productivity and integrity of the 
workplace. Women are exploited because of lack of awareness about the law and their 
rights along with other factors like powerlessness and bias at the work place. Thus, we 
found that working women face various problems at their workplace as well as at their 
home. 
It is, therefore, important to give special protection to the women workers to improve 
their conditions.  The government is trying to give due attention to the miserable 
working conditions of women and their living conditions in the society. 
The Constitution of India gives attention to the requirements of women to facilitate 
them to utilize their fundamental rights on an equal footing with men and involve 
themselves in national development. This was aimed at the formation of an entirely 
new social arena where all citizens will be given equal opportunities for growth and 
development and there will be no place for discrimination among people on the basis 
of race, sex, religion, etc. 
The draftsmen of our Constitution award freedom, liberty and equality to women. 
They expressed their fear of discrimination, which will continue in the society even 
after the enactment of Article 14, which deals with the equality of every human being 
before law and equal protection. Due to this fear, they prohibited discrimination on 
the basis of sex, caste, creed, etc. under Article 15(1). The founding fathers were also 
aware of the fact that the pitiful condition of the Indian women will never improve 
only by prohibiting discrimination on the basis of sex. Rather, there is need of extra 
care and protection for women. Thus, they incorporate Article 15(3), which deals with 
the special power given to the State to make special laws as and when necessary in 
favour of women, so as to provide socio-economic justice to them. 
Our constitution has provided the provision of service jurisprudence under Article 16. 
This article proscribes any bias against women for selection in government jobs. The 
Act also prohibits any favoritism or inequity based on religious beliefs, race, gender, 
caste or community. The government is under a commitment for advancement and the 
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welfare of the general population and to include female members of society for equal 
opportunity as it may make a social mandate in which equity-social, financial and 
political-might infest every one of the establishments of the citizens’ lives. Article 39 
declares that the government should implement its strategy concerning the security of 
both genders just as the privilege to a satisfactory method for employment, the 
privilege to have equal pay for equal work and the entitlement to well-being and 
quality of employees, so that both genders are not ill-treated. According to article 42, 
State is directed to provide suitable conditions to female workers during maternity. 
Further article 43 expresses that State shall take possible steps to establish reasonable 
living wages, better conditions at employment and a fairly accepted living standard. 
Articles 38, 39, 42 and 43 collectively order and entrust the state in its legislative, 
executive and judicial responsibilities. Thus, the Constitution discourages any bias 
based on gender and has commended states to enforce such rights of citizens. 
As a matter of fact there are many things such as workplace environment, level of 
education and support from family which may impact health and overall well-being of 
women.  Healthy women are more productive and they can perform better on different 
aspects of life. Healthy women perform better on physical activity, social, emotional 
activities in a better way. 
Health of women has always been understood in terms of fertility; in other words, it 
concerns reproductive health. 
Dependency of most women on other makes them vulnerable, further deteriorating 
their condition. Income also affects the health status of women (specifically poor 
women but not excluding others) which makes them prone to diseases and problems. 
They face restrictions and do not have complete freedom to purchase goods and 
services necessary for good health and well-being. 
It is well known that working area, education and family cooperation affects the 
health of women. A healthy woman can perform her physical, social, emotional and 
economical activities in a better way in comparison to unhealthy women. 
Women’s health has been commonly focused on as reproductive health. In the Indian 
society, a majority of the population lives below the poverty line. Women are victims 
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of ill health because they depend on others. It has been observed that income also 
affects health benefits given to women especially to poor women and their families 
because it does not allow them to purchase the essential commodities such as food, 
clothing and medicine.  
Patriarchy plays a vital role in determining the health status of women because it 
exerts pressure separately or in combination with each other on women's health in 
getting necessary resources for sustaining life and promoting health. 
Findings 
Research is a never-ending process. Hence a researcher has to define the scope of the 
work to complete it within the stipulated period. Otherwise, there is no end to 
research. It may stretch as long as any researcher wants. 
Result of present study shed light on present situation of some health related facts. 
The sample for study is selected from some slums of Aligarh city. This study 
concludes, along with some previous studies, that state of women’s health has not 
changed much since a long time. It is as deplorable now as it was before, probably 
worse. Illiteracy and no education in women have come out to be a great obstacle and 
challenge for their upliftment.  
However, they are actively involved in all house hold work and some indirect 
employment. But their direct presence is almost negligible. Their participation is 
merely in the form of invisible hands. Women’s work is characterized by the 
following elements: casualization of work, no job security, unfair and appalling work 
environment and lack of any social security schemes. All over the world, the situation 
of women’s well-being and health conditions is very serious and needs immediate 
attention. This problem is severed by lack of knowledge regarding treatment facilities 
and hence resulting in high rate of maternal morbidity and mortality. 
Other factors, which deteriorate women’s health conditions, include giving their food 
for other members, compromising on both quality and quantity. On the other hand, 
they exploit themselves more on physical labour and hence more calorie burnout, but 
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rendering themselves to less nutrition. This hampers their growth and health because 
of malnutrition. 
Respondents selected for sample belong to age group among 15 and above. The age 
group of 15 to 45 year is referred to as reproductive age. A large percentage of the 
respondents come from Scheduled Caste and Other Backward Classes. Present study 
finds that 35 percent of respondents are illiterate, 17 percent have only studied to 
primary level, 18 percent of them have gone to high school and 10 percent belong to 
senior secondary level. As far as income generating activities are concerned 
respondents have different engagements like self-employment, labour job etc. 
In this era of modernization, medical facility has changed radically. In the past people 
usually preferred Ayurvedic or Unani medicines, also referred to as herbal medicine. 
But now people are opting for modern allopathic treatment as it is diagnosis-based as 
opposed to symptom based. Moreover, it suggests targeted prescription. People have a 
favourable attitude towards allopathic treatment.  
A large number of respondents (92%) prefers allopathic mode of treatment. They are 
aware of the benefits of allopathic treatment as it cures better and faster. I have 
noticed during field visits that respondents also employ other mode of treatments but 
their percentage is very low. As government hospitals are cheap and affordable, most 
of slum dwellers go to, urban health centers, dispensaries, nursing homes and other 
government hospitals for treatment.  So even if they wish to go to private hospitals 
and clinics they are forced to choose government hospitals because of poverty. 
Other impediment for visiting hospitals is the distance of medical facility from the 
area of residence. A large number (51%) of female respondents are married at the age 
ranging between 15 to 30 years. 
Around 60 percent respondents do not go to Antenatal Care (ANC) checkups during 
their pregnancy at government hospitals. In addition, private hospital are beyond their 
reach. 
Among those who went for Antenatal checkup did so at the prescription of doctors. 
Earlier they were also unaware of such checkups. In selected households, 
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immunization ratio has been found to be 73%. However, the government is striving 
for 100% immunization ratio. Government is striving hard towards goal of achieving 
100% immunization ratio. It is also taking help from educational institutions to spread 
awareness at the level of primary education. 
Study shows that most of the respondents are suffering from one or another disease or 
illness to the extent of mild to severe level. Communicable diseases are more 
widespread among them as the atmosphere of slums is vicious and have conditions 
that help in proliferation of germs and bacteria in air and water. A large number of 
respondents are from low-income category. They are not able to afford better medical 
treatment at private facilities, and are forced to visit government hospitals. Results 
depicts that 249 of the respondents are aware of facilities provided at government and 
municipal hospitals.  
This includes general hospitals, urban health centers, government nursing homes and 
public health centers. 42.75 percent of total respondents (or 45 percent of those who 
prefer government hospitals) are satisfied by medical treatment in government 
hospitals. It is to be mentioned that 95 percent of respondents go to government 
medical facilities. Abortion is also a challenging concern among women. There are 
several reasons but very often, it is because in laws want a male child. An alarming 
lack of awareness regarding HIV/AIDS among the respondents was found. 
There are also cases of miscarriage. Common reasons include mental stress, 
malnutrition; weakness etc. 114 respondents (38%) prefer going to private hospitals 
and clinics as opposed to the government ones. They favor private establishments 
because of better facilities, qualified physicians and empathy towards patients and 
their caretakers. However, the fee charged by private hospital is very high and the 
poor and marginalized would not be able to benefit from such organizations. 
Link workers at urban healthcare centers have helped in spreading awareness among 
slum dwellers regarding different programs and schemes. Nevertheless, there are also 
people who do not know about these facilities and schemes and hence are not able to 
benefit from them. Finally, to sum up, the situation of health services in Aligarh city 
provided by the government need very serious attention. 
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APPENDICES  
 
INTERVIEW SCHEDULE 
Socio-economic Background 
1. Name and Address? 
2. What is your age? 
3. Age at Marriage? 
4. Educational Status? 
5. What is the current marital status? 
6. What is your religion? 
7. From which caste do you belong to? 
8. Number of family members? 
9. Do you live in your own house or rented house? 
10. What type of your family is that is nuclear or joint? 
11. Are you working or non working women? 
12. Husband’s Name 
13. Your husband’s education? 
14. Husband’s job or employment? 
15. Average income per month? 
16. Average expenditure per month? 
17. Do you have any account in post office or bank? 
 
Nutrition 
18. How many times do you take meal? 
19. Do you take meal with your husband or later on? 
20. Are you vegetarian or non-vegetarian? 
21. What type of food do you like to take meal? 
22. If vegetarian: 
Type Daily Weekly Occasionally Never 
Milk or curd     
Pulses or beans     
Dark green leafy     
Vegetables     
Fruits               
23. Non-vegetarian- 
Type Daily Weekly Occasionally Never 
Eggs     
Chicken     
Mutton     
Fish      
Others     
 
Health 
24. Do you suffering from any of the mentioned diseases or illness? 
      (T.B, Fever, cough shivering, respiratory problem, exhaustion, stomach pain,  
       stone In Kidney and so on.)                                             
25. Where do you usually go if you are sick, or to treat a general health problem? 
26. State the nature of source of treatment? 
27. During illness, who does your work? 
28. Total Number of Pregnancies 
29. Total Number of Children 
30. Total Number of Abortion (by will or natural) 
31. Total Number of still birth 
32. How did you discover you are pregnant and the duration of pregnancy  
33. Was this baby planned? 
34. If planned, did you have a hard time becoming pregnant? 
35. Was there any complications? 
36. Did you find out the sex of baby? 
37. How and where was your baby delivered? 
38. At what age did you have your abortion? 
39. Why did you have the abortion? 
40. Was the decision for the abortion a mutual decision between you and the baby’s       
      father? 
41. How did the family react to abortion? 
42. Do you feel that an abortion is right or wrong in every situation? 
43. Have you had any miscarriage? 
44. Have you ever had a pregnancy that didn’t result in live birth? If yes then reason 
45. Do you seek any medical treatment after abortion or miscarriage? 
46. Where do you go for the required treatment in case of the failure of avoiding  
47. How many months spacing you had after last pregnancy ended? 
       pregnancy?    
48. And what was the age at that time? 
49. Did you adopt any family planning methods? 
50. Do you suffer from any of the following health problem relating to pregnancy like      
      pain, white discharging mensuration problem?      
51. Did the infant die before completing the age of one year? 
52. Was the infant able to suck milk or cry after birth? 
53. Did the infant stop suckling milk and crying when it became ill? 
54. What diagnosis was made by doctors and what advice was given? 
55. After the birth the infant was vaccinated or not? 
56. Was the government hospital available nearby? 
57. Why did you not try to get vaccinated by private doctors? 
58. Was your family expecting child early? 
59. If yes, then what do they want that is son or daughter? 
60. What are the views of your family about the birth of daughter? 
61. How does your family behave with you? 
62. Do you know what HIV/AIDS are?  
63. If yes, how did you come to know about it? 
Sources of Awareness  
Family Member  
News paper  
Television  
Radio  
Banners etc.  
Others  
 
Work and Decision Making 
63. What are the different facilities provided you at workplace 
64. Do you bring food for lunch? 
65. If yes, what do you usually bring for lunch? 
66. If No, what do you eat? 
67. How much breaks avail during your working time? 
68. How many hours do you work in a day? 
69. Maternity leaves are admissible to you or not? 
70. If not, then how do you manage to your leaves? 
71. Do you involved in any decision making process that is- 
1. Money matter 
2. Property matter 
          3. Children’s matter 
72. Does your husband’s cooperate with you in domestic problems? 
73. What are the views regarding girls education? 
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Influence of Globalization on Women in India
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Abstract: In ancient times in India women’s were compelled to live and hold the responsibilities within the limit of 
the house. But now, the old tradition has become changed into a new era of freedom and rights. Media is also 
playing a very important role in the advancement of women throughout the world. Globalization is empowering 
the women throughout the world. It is also helping the women to involve in different areas like political, social, 
economic and cultural etc. 
United Nations also took interest in the globalization on women and established a separate fund as United Nations 
Development Funds for women within the United Nations Development Program in 1984. National commission for 
women was established by an act of Parliament in 1990 to safeguard the women’s right and legal entities which 
were amended in 1919 and provides reservation of seats in the local bodies of Panchayat and Municipalities. Still 
women remain largely marginalized, poor and socially excluded. 
Globalization has generated opportunities for women to reach international markets. This has changed the 
conditions of women dramatically and they are challenging the male dominated society. Now, the women are 
holding the highest posts in different institutions and are leaving their extraordinary impact on the social, political, 
economic and cultural areas. 
Keywords: India women’s, bodies of Panchayat and Municipalities, poor and socially excluded of women in India, 
Globalization is empowering the women throughout, United Nations Development Program in 1984. 
1.   INTRODUCTION 
Globalization is the way whereby nations growth their inter-relatedness and interdependency through the extent of 
equality, the governance of market services, the addition of economies in a worldwide market, the revolution of 
production systems and labor markets, the extent of technological change and the media revolution that results in sets of 
increasingly global and worldwide economies and political structures and processes.  
Globalization is not country based but company based and participation in global economy is not a choice but becomes a 
necessity. It is a transformation of global society resulting in the negation of territorial frontiers. There are various 
transnational factors that are considered as determinants of globalization such as macro-economic prescriptions, trade & 
travel, migration, food security, environmental degradation, technology & communication and foreign policy.  
Although academics and economists differ on the definition of globalization, globalization can generally be defined as the 
integration of world economies by removing barriers to trade and encouraging the free flow of foreign investment, private 
portfolio capital and labor across national boundaries.  The main principles upon which the entire theory of globalization 
is based are as follows: 
 Sustained economic growth, as measured by gross national product, is the path to human progress. 
 Free markets i.e., markets that are free from government intervention, generally result in the most efficient and 
socially optimal allocation of resources. 
 Economic globalization, is achieved by removing barriers to the free flow of goods and money anywhere in the world, 
which in turn fosters competition, creates jobs, increases economic efficiencies, lowers consumer prices, increases 
consumer‟s choice and is generally beneficial to everyone by increasing overall economic growth. 
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 Privatization, which transfers functions and assets from government to the private sector, improves efficience. 
2.    EFFECT OF GLOBALIZATION ON WOMEN IN INDIA 
Within the past two decades, globalization has created a tremendous impact on the lives of women in India. Globalization 
can be defined as “a complex economic, political, cultural, and geographic process in which the mobility of capital, 
organizations, ideas, discourses, and peoples has taken a global or transnational form (Moghadam 1999). With the 
establishment of international free trade policies, such as North America Free Trade Agreement (NAFTA) and GATT, 
transnational corporations are using the profit motive to guide their factories toward developing nations in search of 
“cheap” female labor. Corporations prefer female labor over male labor because women are considered to be “docile” 
workers, who are willing to obey production demands at any price. In developing nations, certain types of work, such as 
garment assembly, is considered to be an extension of female household roles. Therefore, cultural influences in 
developing nations also impacts employment stratification. Bringing a high demand of employment opportunities for 
women in developing nations creates an instantaneous change within the social structure of these societies. Although the 
demand for female employment brings about an array of opportunities and a sense of independence, the glass ceiling 
continues to exist with the “feminization of poverty” (Moghadam 1999). Given these circumstances and the empirical 
evidence collected in the various studies, does globalization have an overall positive or negative impact on the lives of 
women in developing nations like India? 
Economic Effect of Globalization on Women in India: 
Women are defined as housewives and forced to a status of invisibility. Women are engaged in different kinds of works 
within and outside the domestic sphere, but it continues to be a long struggle to even get women‟s work recognized and a 
acknowledged that the burden of domestic work, wild rearing and care of household members, constitutes a major chunk 
of work undertaken by women, there is a limited understanding of what is actually involves…There is a need for 
regulatory frameworks designed to protect women from the negative effects of globalization with regards to health and 
safety, occupational standards etc. Governments should place limits to some forms of privatization of public healthcare 
services and further ensure that adequate – infrastructure is in place for women to reach these services……women in 
other sectors have lost their jobs as a result of technological advances. For example, several traditional industries where 
women work in large numbers like handloom and food processing have undergone changes in the forms of production 
with the introduction of machines, power looms etc, which have result in the loss of employment for large number of 
women. Unemployment, underemployment and temporary work are more common among women than among men. 
These subsets of workers do not have any social security or health care benefits. As a result, the work-related illnesses, 
which they suffer from, remain hidden. Furthermore, long-term unemployment constitutes a serious risk for the worker‟s 
emotional stability, because it leads to poverty and deteriorates self-image and self-esteem.  
No doubt, the aspects of globalization have provided women with greater opportunities to work but however, it has also 
led to gender wage differentials and the marginalization of women which is clearly reflected through segregation of 
women workers in certain specific jobs. Unfavorable working hours, lack of training and skill up-gradation opportunities 
and lesser career mobility in the formal sector of economy still prevail in almost every country. Therefore, a new vision 
for the future is required and we need to create an alternative society based on gender justice, ecological sustainability and 
local global democracy. At this juncture, societies need to see women as dynamic promoters of social transformation, and 
have a powerful influence on their ability to control their environment towards contributing to economic development. 
Though umpteen steps are taken in this direction like invoking equality and equity, discouraging discrimination, and 
lengthy legislations, the picture is still disheartening and remains only in the talk. 
Thanks to globalization, school hours are now more flexible to the labour demands of girls, international organizations 
have built an increasing number of schools in India so that more children have access to these institutions and about 18 % 
of India's teachers are female today. These influences of globalization will probably continue in the near future. NGOs 
support especially the basic human and therefore women‟s rights for education in India. Thus, a decrease of illiteracy 
among women is expected in the next decades. Nowadays, more and more educated women dare to leave their country 
behind and continue to study abroad. This emigration leads to an increased migration between countries in the West and 
the East, which is also a clear indicator for globalization. Furthermore, the Indian government facilitated the access of 
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girls to education, made the primary school compulsory for all children and put large amounts of money into the 
educational system to provide an educated workforce to international companies. The state also tries to build up an 
uniform school system, but the variety of languages, religions and the Indian caste system complicates these efforts. 
Regrettably, private educational programmes only promote male-dominated professional and technical courses, which are 
very lucrative for men but usually not for Indian women. In order to educate adults, the government developed in 
cooperation with international organizations documentations shown on TV at the adult schools. A special program for the 
alphabetization of women started in 1988 in several Indian states and was very successful. 
Globalization in India led to a shift from subsistence to a market economy, which has had dramatic negative effects on 
women. The so-called "Green Revolution", which aimed an increased yield of rice and wheat, resulted in the use of more 
technological equipment and less human workforce. The work, experience and knowledge of women were marginalized 
and their role in agriculture shifted to subsidiary workers rather than to being primary producers. Furthermore, men 
predominantly run the machines so that women are replaced. This process of commercialization and the focus on yield 
has created a situation where food is transported directly from the farm to the market. Before that, the majority of products 
were stored at home and the women had the possibility to exchange them for other commodities. The rural women mainly 
controlled the former system. Other negative effects of globalization can be observed in India. Large multinational 
corporations frequently push away local businesses such as tailors, jobs usually taken by women. Supporters of the 
neoclassical theory argue that globalization can lead to a lack of unionization because very often governments tend to 
decrease labour rights in order to attract foreign capital. Therefore, working conditions in multinational companies are 
very often insufficient, people work very long hours without being paid well enough to make a good living. Often, a small 
group of foreigners end up making all the profit whereas locals are exploited, especially women since they are less likely 
to oppose. People who are already rich get even richer and mostly the money does not trickle down to the poorest who 
would really need the money but who instead get even poorer. These economic effects of globalization are often a race to 
the bottom, where leaders make concessions because they want to attract foreign capital. So they „limit unions, decrease 
social rights etc. 
The economic effects of globalization also improved the women's human rights situation since global corporations in 
India have introduced certain incentive systems. Especially for companies such as McDonalds their brand image is 
paramount. If they violate human rights, which would of course include women's rights, they would encounter great 
pressure from their consumers. The spotlight would be on them and they could loose their reputation as well as a lot of 
money. So this large scrutiny could be a factor that convinces companies to take part in the process of improving the 
human rights situation. Another positive effect of globalization in India is that foreigners tend to pay their workers more 
than local companies do. There are also many call-centres as well as IT-businesses that hire well-educated women. 
However, the overall appearance of women in business-life is still limited. Furthermore, we should not forget that many 
women cannot yet afford all this technology and are excluded of the process of technological globalization. 
Corporations desire female labor for assembly production because women will work in labor-intensive industries at wages 
lower than men would accept, and in conditions that unions would not permit” (Moghadam 1999). Females are attracted 
to assembly production because of the lack of opportunities for female employment in other industries (aside from the 
informal sector). The main reason for this lack of employment is gender employment segregation, which subjects women 
to inferior employment positions than those held by men. When comparing occupations, “nearly two-thirds of women in 
manufacturing are categorized as laborers, operators and production workers while only a few can be found in the 
administrative and managerial positions predominantly held by men” (Tzannatos 1998). Corporations are reinforcing 
women‟s subordinate economic position in society by offering them inferior employment positions and wages that sustain 
this position. 
The lack of protective tariffs allows corporations to take advantage of female workers. Aside from low wages, women are 
also subjected to work in hazardous conditions that can cause health problems. The film entitled, The Hidden Face of 
Globalization (2003), discusses the effects of globalization and free trade on women in Bangladesh. All of the garment 
workers are young women who work long, tedious hours in order to support their families. Lengthy work hours and 
pressures to meet work quotas have caused nervous breakdowns in several female factory workers. Workers in textile 
factories are exposed to dust and lint which can cause lung disease. Electronic factory workers are exposed to 
carcinogenic chemicals without proper ventilation or tools to handle the dangerous materials. The Hidden Face of 
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Globalization (2003) also states that factory workers are rarely given breaks during the day and cannot afford to take sick 
days. Corporations, such as Sears and JC Penny, employ local subcontractors in developing nations that “show little 
concern for the health of their employees” (Fuentes and Ehrenreich 1998). The women are constantly verbally and 
physically abused in order to keep up with production demands from corporations. One woman in the film claimed that 
even though she was sick she had to continue working. Women are dying from working under such hazardous conditions.  
Other researchers have found that although “working conditions, and job security in the export factories are inferior to 
those in the developed countries, they are comparable if not superior to those found in women‟s (and even men‟s) jobs in 
most other sectors of these still poor, underdeveloped local economies” (Lim 1990). Women working in larger, modern 
factories have better opportunities for unionization. They are more capable than smaller factory workers to organize a 
political demonstration, such as a strike, to negotiate more rights. It is important to understand that when analyzing the 
economic conditions in developing nations, entirely Western views of social justice is liable to skew the data presented 
about working conditions and wages. Although women are subjected to certain terms and conditions, they are a 
significant improvement from traditional and alternative employment opportunities in these nations. The introduction of 
factory employment has improved the economic status for several families, even in the slightest way, as compared to 
other forms of employment. Regardless of the advantage of earning more capital in manufacturing industries, “the wages 
earned are often insufficient to support a family” (Lim 1997). Based on the literature, females hold a secondary status –
compared to males- in the household and work environment. Therefore, although women in export factories are likely to 
be paid higher wages than women who are farm workers, the wages are not enough to keep them from depending on the 
financial support of males in their family. 
Cultural Effect of Globalization on Women in India: 
To understand the workplace culture for Indian women, a brief note on women‟s empowerment in the present global 
scenario is highly essential. In the context of development, women‟s leadership and agency in social change have been 
levers for women‟s empowerment within communities. Women have sought to fight entrenched interests for community 
benefits, and through their collective strength, have earned a new identity. Women‟s rights around the world are an 
important indicator to understanding global well-being. Although women hold a unique position in every society, they 
still belong to a disadvantaged class of society due to various social barriers and impediments. Women are usually the 
most exploited and least privileged members of households and as the primary caregivers of their families; they are often 
overburdened with domestic work for their families. Notwithstanding their second-class status in several societies, 
women‟s issues have acquired growing. 
Pollution and industrial waste also have considerable impact on women's health. The smoke from household biomass, 
made up of wood, dung and crop residues, within a three-hour period is equivalent to smoking 20 packs of cigarettes. So, 
these women suffer from eye and respiratory problems, chronic bronchitis as well as lung cancer. To fight against this 
development, international organizations and governments have supported the foundation of the organization "Janani" in 
India. The aims of this institution are to train young couples in rural areas to become medical practitioners. They provide 
family planning services and explain the use of contraceptives as well as certain medicaments. These couples then go 
back to their villages and communicate the new information to all interested couples and especially women. Usually, 
Indian women are very shy and do not want to talk about sex with doctors being predominantly men. They only entrust 
these trained women. Janani states that women and men should be equal within partnerships. This is a wholly new way of 
thinking about women for the majority of men. The women being trained usually are more confident and have more 
power than before. The participating couples are a role model for many women. Today, more than 10,000 couples take 
part in this program. A result of this globalization based process is that women are increasingly accepted and respected by 
their husbands as equal human beings (w.e. 2005). Due to a global exchange process in the medical sector, modern 
abortion methods are becoming increasingly available for women also in rural areas of India. However, this is fuelling 
fears that the trend towards the abortion of female fetus is on the increase (w. e. 2001). The great influence of the WHO as 
well as of international NGOs on India improved women‟s health care rights on a large scale in recent years. Better 
education in the medical field, more vaccinations and medication as well as medical assistance for mothers and children 
ameliorated the situation of women. 
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The culture of female employment in developing nations is based on “formal labor, housework, and informal-sector 
production” (Ward 1990). Only a small proportion of women work in export factories compared to the entire female 
population. Most work in agriculture, perform housework, or are employed in the informal sector. Females in these 
nations are limited in society by patriarchal control. These societies claim that female labor is an extension of their 
household chores. This ideology is “interwoven in the capitalist economy to justify women‟s subordination on the global 
assembly line, in the home and informal sector” (Ward 1990). Regardless of which sector of employment women are 
working in, they are given limited access to resources and authority over their work. 
Furthermore, negative reports about Indian men abusing their women, child marriages and companies exploiting women 
caused an outcry of the international society, which kept tourists from travelling to certain parts of the country. 
International pressure led to the Child Marriage Restraint Act which “rose the minimum legal age for marriages from 15 
to 18 for young women and from 18 to 21 for young me” (Coonrod 1998). However, illegal child marriages are still 
common in rural areas. Global technological systems are also great for NGOs because they can interconnect and exchange 
data. Women can be more easily informed about their rights and information is crucial in the betterment of their overall 
situation. Moreover, women can complain to the Human Rights Council if they feel that their human rights are violated 
(Simmons, B. 2006). Increased global awareness for culture enhanced the process of granting women more rights. Many 
new movies created by the Hollywood-influenced Bollywood industry show women in a very modern and self-confident 
way: The movie Monsoon wedding e.g. points out the conflict of a young Indian girl who finds herself being torn between 
traditional and the due to globalization increasing influence of Western value. 
 Most women who choose this option are housewives who do not receive enough money from their husbands to pay for 
the basic necessities for their family‟s survival (i.e. food and clothing). These women cannot seek formal sector 
employment due to their family responsibilities within the household. Informal/ domestic jobs also provide a survival 
strategy for women dealing with husbands who don‟t want to contribute enough of their wages to provide for the families. 
Although women may feel a sense of empowerment, their wages are substantially low in comparison to their male 
counterparts. Also, “women have the smallest shops, are the least able to compete [in the informal-sector] and are subject 
to more government inspections than men” (Ward 1990). The glass ceiling also exists in developing nations. Women are 
given a “taste” of independence that does not allow them to ascend to the same managerial positions as men. The fact that 
male supervisors believe that garment assembly is an extension of “female work” at home,causes supervisors to 
stigmatize all women as labors rather promote them to managers. They are confined to these positions because of gender 
roles and expectations. However, “unemployed…men refused to participate in their wives‟ informal work because they 
felt they could be called away at any time for a waged job” (Ward 1990). This double standard causes women in 
developing nations to develop a double role of survival. The informal-sector enables women to maintain these roles 
without the dependence of her husband‟s assistance. 
There are other household issues that occur in relation to wages and survival. As mentioned earlier, several women seek 
informal jobs because their husbands are not contributing enough of their wages to ensure the family‟s survival. These 
men “simply reduce the amount of money they transfer to their wives so as to be able to maintain their preexisting level of 
alcohol and tobacco consumption” (Elson 1992). Why do men appear to be disconnected with their responsibilities to 
maintain the household? Alcohol and tobacco consumption usually leads to domestic arguments and is associated with 
domestic violence against women and children… [because] the men would often beat up the women [and children] to 
demand money for drink[s]” (Elson 1992). Men‟s addiction to alcohol and tobacco leads them to resort to using the 
money allocated towards household expenses after they have spent the money set aside for personal expenses. 
Unfortunately, this alternative is a challenge to achieve. Several males would rather desert their families than give up 
alcohol or tobacco. Although this reduces the expenses within the household, females hold a subordinate position in 
society and are forced to depend on a man for adequate survival. The “number of women –headed households relying on 
insufficient and unstable remittances is reported to have grown” (Elson 1992). Family abandonment by males can be 
another reason for the advancement of poverty in developing nations. The unequal gender wages and limited access to 
resources puts women in a disadvantaged position towards the survival of the families. 
Another problem that exists among women in developing nations is that “unpaid domestic tasks are private rather than 
social and because they are both unpaid and private, there is no social system of incentives, of rewards and penalties, to 
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encourage change” (Elson 1992). Women whose daily lives are centered around housework are solely dependent on their 
husbands for financial support. They do not have access to the public sector that will enable them to enter the market. The 
lack of assistance towards women who perform housework, places them in a vulnerable position in relation to their 
husbands. They might feel obligated to their husbands for financial needs and possibly withstand cases of abuse in order 
to provide for their families. In Malay Islamic societies, men are given authority over their wives because “women are 
believed to be particularly weak in spiritual essence…a condition which makes women susceptible to irrational and 
disruptive behaviour”. 
Women are showing their strength by taking responsibility for their family after their husbands leave. Women in the 
informal-sector are also showing their strength by taking on assembly employment, while managing their familial 
responsibilities. The governments of developing nations are denying women the opportunities to expand their strength to 
their fullest potential. If men are afraid that giving women opportunities for advancement would decrease male power, 
they have already done so by disassociating themselves from the family unit. Men might feel that buying tobacco, alcohol, 
or abandoning their families are forms of domination over women, but females have found ways to support their families. 
Either through support networks or informal employment, women are using their strength to overcome obstacles. What if 
governments in developing nations developed a social services system to further assist the survival of families? 
According to the literature, females‟ subordinate status in developing society shows a correlation with their motivation 
toward factory employment. Young, school aged females are socialized to be passive and obedient in the classroom. In 
contrast, boys are encouraged to be leaders in the classroom and in class projects. In May- lay cultures, males and females 
have to take an exam to proceed from primary to secondary school. Males who pass the exam, usually attend vocational or 
technical to prepare for industrial jobs. Unfortunately for young women, “form three is the end of their school 
career…[corporations take advantage of this by encouraging] school trips to the local FTZ after students have sat for their 
Form Three exams” (Ong 1987). From this study, it is apparent that females are kept in a subordinate position in society 
by the incorporation of assembly production into their young lives. 
Although a few females passed the Form Three exam and went on to further their education, “for most girls, however, 
Form Three is the end of their school career” (Ong 1987). Girls who move on to higher levels of education are also 
motivated toward factory production but often become dissatisfied with “work conditions and… [look] for better 
employment opportunities elsewhere”. From this evidence, it appears that women with more educational opportunities 
have more options for earning a living than females with a limited educational background. Why are more females than 
males likely to fail the Form Three exams? 
Corporations target young female workers without thinking about the cultural changes that they create within developing 
societies. Based on the literature, it appears that these females live a “westernized fantasy” by working in export factories. 
Corporations are imposing ethnocentric values (independence -both financial and socially) upon factory workers, without 
consideration for the implications that result from these value adjustments. The fact that female workers who leave the 
factories are forced to look for husbands in order to survive in society, makes it seem as though the efforts of these 
women to gain their independence were merely a waste of time. Corporations might be using the independence factor to 
lure young women into their factories. Nevertheless, females are still subjected to a subordinate status in society once they 
leave the export factories. How can women reclaim this form of independence without depending on the males in 
developing nations for support. 
Political Effect of Globalization on Women in India: 
Women in various communities throughout developing nations have created self help groups that “might provide a 
springboard to transformation if…[women] were redirected toward women‟s strategic gender needs as well as toward 
their practical gender needs” (Elson 1992). Although women cannot prevent their husbands from leaving, they have 
joined together to address the problems in the public service sector, including: “housing, schools, nurseries, transport, 
social security, and hospitals” (Elson 1992). As mentioned earlier, the SALs require cuts in public expenditure. Therefore, 
poor women and children are unable to gain adequate access to the resources mentioned above. Women and children are 
suffering from the results of this inequality, as well as the effects of economic globalization. Since women are becoming 
the heads of households, shouldn‟t the government acknowledge this form of social change and give them more access to 
resources. 
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Community support groups were somewhat successful in their attempts to implement prohibition in India. They‟ve 
managed to reduce the amount of women being abused by their husbands over the consumption of alcohol. It is important 
to remember that “the degree to which survival and transformation strategies can be successful depends heavily on what 
happens to the international financial system” (Elson 1992). Women will continue to work in the informal-sector, with or 
without the help of their husbands, to support their families. The only way for women to gain access to increased wages or 
social services is to reform the system that maintains their subordinate position. Joining together and forming support 
groups is a step in the right direction towards achieving more rights for women. Breaking through inequalities is the next 
step in the process towards achieving more rights for women in society. 
Starting at the local level is important for women in developing nations because it enables more workers to join forces and 
create an awareness of women‟s needs throughout their country. These women share common backgrounds such as: 
abuse, poverty, and lack of adequate wages and resources. Creating support groups unites women towards a common goal 
in achieving more rights. The governments within developing nations should become aware that while males are being 
given more rights, wages, and access to resources, they are using these rights frivolously. Women are responsible for most 
of the household necessities and should be compensated in orderto meet these needs. 
During the U.N.‟s Decade for Women (1976-85), women‟s groups from acrossinternational boundaries came together to 
discuss the impact of development on women 
in developing countries. Three goals that derived out of The Decade in order to reduce women‟s oppressed position in 
developing nations are: “Equality [which] was seen primarily as a feminist issue coming from Western industrialized 
countries), Peace [which] was included at the request of the Eastern Socialist bloc), and Development [which] was 
perceived as key to the Third World countries of the South” (Bunch and Carrillo 1990). Feminism is the main foundation 
of these goals, which essentially want to address and resolve the pressing issue of domination over the lives of women 
around the world. 
The U.N. Decade sparked the “development of global feminism… [Where] women of the North and South [discuss] the 
diversity and commonality of our lives and about how to „develop a global perspective with each of our movements‟ on 
all the issues that affect women” (Bunch and Carrillo 1990). The organizations that attended The Decade discussed the 
male bias in development that fails to consider women‟s needs. Women are not considered in development projects 
because of the patriarchal “persistence in looking at women only in their roles as mothers, „rather than as active agents,‟ 
workers, and managers of resources” (Bunch and Carrillo 1990). An example of this scenario exists in Peru, where 
women are unaSble to access water for their daily chores because the male who has sole access to the water pump, works 
in the fields during the day. If a woman was in charge of the pump, women in the village would have adequate access to 
the water needed to complete their daily chores. Giving women power over their daily chores would advance their 
positions in society. 
The literature also states that there are two long term goal of feminism:  the achievement of women‟s equality, dignity, 
and freedom of choice through women‟s power to control their own lives within and outside the home and 2) the removal 
of all forms of inequality and oppression through the creation of a more just social and economic order, nationally and 
internationally (Bunch and Carrillo 1990). In regards to formal and informal employment, women‟s work should be 
rewarded with wages and benefits that would enable them to support themselves and their family. Creating a just social 
and economic order will allow more women to further their education and to obtain managerial and technical positions. 
Allowing women who have worked in a certain industry to be promoted to managerial or higher level employment would 
also enable them to earn more wages to support their families. As mentioned earlier, females are the main providers for 
their families- since males tend to spend their money on other means. Realizing this cultural factor and allocating higher 
paying jobs to females, would release their dependency on males for financial support. 
As mentioned earlier, the informal sector continues to play an important role in the survival of women in developing 
nations. The “Self- Employed Women‟s Association (SEWA) in India was one of the first organizations to define the 
various informal activities of women, such as vegetable vending, rag picking and producing goods at home for sale as 
work” (Desai 2002). SEWA has been successful in unionizing informal workers in India and establishing a university to 
train women to become leaders. SEWA continues to empower women in India, allowing them to maintain control over 
various aspects of their daily lives. 
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Another issue facing women in developing nations is the privatization of healthcare. As mentioned earlier privatization 
“has greatly reduced government funded primary care, thus limiting [the] access… [of healthcare to women]…” (Desai 
2002). The Centre for Enquiry into Health and Allied Themes (CEHAT) in India conducts research on women‟s health in 
India and provides health services to poor communities. Health Watch, which derived out of CEHAT, strives toward a 
“more woman centered approach to reproduction and eliminated the quotas that local health practitioners had to meet for 
population control” (Desai 2002). At the population conference in Cairo, the declaration emphasized that “the need to 
empower women and protect their human rights [is the best strategy of population control” (Desai 2002). Giving women 
more employment opportunities and power over their reproductive health will enable women to make more decisions in 
terms of family planning. 
The environmental movement is another cause that has derived out of development. Deforestation and desertification 
caused by the increased need of natural resources in globalization has created several obstacles in the lives of women in 
developing nations. For women “in the Third World, destruction of the environment means that women have to spend 
more time every day to gather wood for fuel, fodder for cattle, and fetch drinking water” (Desai 2002). Spending more 
time on these chores results in less time spent on production in the informal sector. Therefore, women are not able to 
produce enough goods to ensure a sustainable income or maintain rural land development. The Fundacion Ecuatoriana de 
Tecnologia Approproda, CENDA, and activists in Greenbelt, Kenya are focusing their attention on the environmental 
justice movement. Their goals include reforestation and the development of rural farming communities. The 
redevelopment of land will enable women to increase their production and possibly their household income. 
The Network also seeks to improve the wage and working conditions for women in all sectors of the economy in Central 
America. Their methods for improvement include “negation, lobbying, media campaigns, and electronically disseminated 
action alerts” (Mendez 2002). The network also maintains records of human rights violations and other labor conditions of 
their research in factories. The Network uses careful tactics while lobbying so that they don‟t urge factories to the point of 
relocation. This “greatly limits The Network‟s ability to engage in the kinds of political maneuvering that have been 
successful for other transnational advocacy networks, such as international boycotts…” (Mendez 2002). According to the 
literature, the Honduran Factory KIMI allowed member of The Network and other organizations to monitor the assembly 
production of the highly publicized Kathy Lee line of clothing. The Network used the media to gain attention to this 
factory and was successful in their attempts to monitor the factory conditions. Kathy Lee was in a position where 
relocation was not an option because if she did, the media would expose the conditions in the new factory. Therefore, 
NGOs have a significant impact of the lives of women in developing nations and offer women a form of support and 
protection against unfair conditions. 
3.   CONCLUSIONS 
Globalization has” reduced the ability of women to find paid work that offers security and dignity”.Although women‟s 
roles in the labor force have changed from traditional agricultural and domestic roles, to manufacturing and assembly 
production, the overall effect of globalization (based on the literature used in this analysis) has proven to be negative. 
There are empirical claims of women gaining more autonomy over their own wages and a feeling of independence from 
traditional gender roles in society- especially in marriage and childrearing. Women are also becoming the breadwinners in 
most households because of the lack of male responsibility in the household. Young daughters are financially supporting 
their parents and fellow siblings, while mothers (married or single) are seeking informal work to provide for their 
children. Globalization has changed the intrahousehold responsibilities for males and females, where females are given 
more responsibility over the survival of the family. Males are no longer the providers- yet they have more opportunities 
for financial and social advancement in society. Although female responsibilities have increase, SALs implement by the 
IMF are gender biased towards males. They fail to include females in managerial and upper-level positions. The limited 
advanced of women in the formal sector shows a great disregard for their social and economic responsibilities within 
developing nations. Female labor is not rewarded in relation to the impact they have on society. Therefore, women‟s work 
continues to be stigmatized as inferior, in comparison to males work, regardless of their increased responsibilities in 
society. 
The establishment of various NGOs around the globe and the collaborative efforts of these organizations have improved 
the lives of women in developing nations. The U.N. Decade recognized the importance of female labor in developing 
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nations and the fact that economic policies fail to address the needs of females. Representatives from NGOs agreed that 
global feminism should be established to reduce the inequality facing women in these nations and to improve the 
advancement of women in society. As a result of The U.N. Decade, NGOs in throughout the developing world have 
reached out to women to meet their needs in farming, environmental protection, healthcare, domestic issues, employment 
conditions, and to reduce the financial strains in their everyday lives. The collective organization of women‟s groups 
throughout the world has also generated the attention of the media, which is necessary in educating the general public 
about the current issues facing women in developing nations. The continued efforts of these groups and the economic 
realization of the importance women‟s work will eventually create greater social awareness about the inequalities facing 
women in these nations. 
The economic policies and structural adjustments associated with globalization create the most negative impact on women 
in the developing world. The denial of social and economic rights is the most inhumane aspect associated with the formal 
and informal sectors. Economists and policy makers who implement these adjustments need to consider the impact of the 
current policies on women‟s lives and the inequalities that exist between men and women. Enabling the advancement of 
female opportunities and guaranteeing female workers more rights will increase the quality of life and create a more 
sustainable living standard for women and their families in the developing world. Without these changes, women will 
continue to suffer in their subordinate positions within the economic market. 
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